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Toensure restful sleep, physicians have learned, through years of 
oy gratifying clinical experience, to rely on Allonal, the Roche hypnotic-analgesic. 
Its effect takes place smoothly and gently yet with sufficient forcefulness to 

| insure the desired sedation and analgesia. meee tia the use of Allonal is 
‘seldom accompanied by “hangover.” A dose of 1 or 2 Allonal tablets—and the 
patent drops off into calm, refreshing sleep of normal duration which is fol- 
y a bright, clear-headed awakening. Allonal assures the patient of a 


geod sight’ res Allonal is available in boxes of 12 and 50 for your prescription, 
HOFFMANN-LA ROCHE, INC., ROCHE PARK, NUTLEY 10, N. J. 
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THE AMERICAN JOURNAL OF PSYCHIATRY. 


DEVELOPMENT OF STATISTICS OF MENTAL DISEASE IN THE 
UNITED STATES DURING THE PAST CENTURY ' 


HORATIO M. POLLOCK, Pu. D. 


In the early days of asylum care of the 
insane in the United States little thought 
was given to the matter of statistical records 
or statistical reports. Patients admitted to 
institutions were usually recorded in a book 
in chronological order and in some cases the 
age, nativity and place of residence was 
noted. When a patient died or was dis- 
charged, appropriate notations were made 
in the book of admissions, or separate books 
for recording discharges and deaths were 
used. Some of the larger asylums used a 
census book which showed the daily number 
of patients in residence and of admissions, 
discharges and deaths. Usually a brief sta- 


He analyzed separately 594 cases of delirium 
tremens, as he felt that these cases could not 
be properly included among the insane. He 
makes the following observation : 


It has already been observed that delirium tremens 
is not usually considered as ranking under the gen- 
eral head of insanity proper. What opinion soever 
may be entertained upon this subject, the malady is 
so different from ordinary mental alienation, in both 
its characteristics and its duration, that the thera- 
peutic principles adapted to the treatment of the 
former are entirely inapplicable to the latter. Hence 

. we have ever held the opinion—and it has 
been very strongly confirmed by the practical obser- 
vation of several years; that cases of delirium 
tremens ought not to be admitted into institutions 


intended for the insane(2). 


PATIENTS AFFLICTED WITH MELANCHOLIA AND MANIA ADMITTED INTO AND DISCHARGED FROM THE NEW 
YorK HospPiItAL, FOR THE YEAR 1808 


Admissions 


Discharges 


A 

~ 


Remaining 
Admitted in 1808 
Total for 1808 
Relieved 


Tt 
wn 


Mania 
Melancholia 


tistical account of patients treated would be 
made at the end of each year in the annual 
report to boards of governors or boards of 
supervisors or state legislatures. The fol- 
lowing table of movement of institutional 
patients affords a good illustration of the 
better type of statistical reports in the early 
days of the 19th century(1). 

In 1848, Dr. Pliny Earle, physician in 
charge of Bloomingdale Asylum, published 
a voluminous statistical study of admissions 
from June 1, 1821, to December 31, 1844. 


1The writer gratefully acknowledges the assis- 
tance of Karl L. Brooks and Miss Mary A. Cooney 
in the preparation of this article. 

This article, written by Dr. Pollock on request, 
covers a very momentous development in psychiatry 
during the past century. It supplements the mate- 
rial gathered together in the Centenary number of 
the JournAL.—Editor. 
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The rest of Dr. Earle’s book, some 8&4 
pages, dealt with what he termed cases of 
insanity of which there were 1,841 cases. 
To discover the effect of the several seasons 
on mental conditions he compiled data of 
admission by months for the years 1841- 
1844, from which he concluded that the 
largest number of admissions occurred in 
summer, the second largest in spring, the 
third in autumn and the least in winter. 
With respect to nativity he found that of 
the 1,712 ascertained cases, 1,271 were born 
in the United States while 441 were im- 
migrants from other countries. Of the lat- 
ter the largest number were from Ireland, 
the next from England, the third from Scot- 
land, the fourth from France and the fifth 
from Germany. He made no attempt to 
calculate rates of admissions of the several 
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nativity groups based on the general popula- 
tion of those groups. In studying the ages 
of patients he arrived at the following un- 
warranted conclusions : 


According to these data, then, the liability to 
mental derangement is greatest between the ages 
of thirty and forty years, although it is nearly 
as great between twenty and thirty; and in the 
more advanced stages of life that liability rapidly 
diminishes (3). 


It was later found that the rate of mental 
disease increases with advancing age. 

Earle also analyzed the supposed causes 
of insanity, the forms of mental disease, pre- 
vious attacks, suicidal and homicidal ten- 
dencies, conditions of patients on discharge, 
term of residence in the asylum, recovery as 
related to age, elopement, readmissions and 
mortality(4). Altogether his book was an 
excellent production although many of his 
conclusions could not be considered valid 
today (1944). 

In 1843 the first New York State Asylum 
for the Insane was opened at Utica with 
Amariah Brigham as superintendent. His 
first report contains some statistical tables 
including movement of patients, monthly ad- 
missions, county of residence of patients, 
ages on admission, civil condition, occupa- 
tion, nativity and causes of insanity. These 
tables set a pattern for statistical reporting 
by institutions which was widely followed. 

Dr. Brigham emphasized the importance 
of weight as a health factor. His report 
states(5) : 


Evidence of the general good health of our 
patients will be found in the following table. We 
have practiced weighing each patient soon after 
admission, and again the first day of each month, 
and when discharged : 


Total weight, on admission, of 276 
Total weight of those discharged 
and remaining Dec. 1I.......... 


34,856 lbs. 


35,885 lbs. 


Increase in weight of all received. 1,029 lbs. 
Total weight of men on admission. 20,440 lbs. 
Total weight of men at the end of 

the year and when discharged.. 20,981 lbs. 


Average weight of men on admis- 


Average weight of men at the end 
of the year, and when discharged 
Total weight of women on admis- 
sion 


141 lbs. 10 oz. 


14,416 Ibs. 
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Total weight of women at the end 

of the year and when discharged 14,904 lbs. 
Increase 488 lbs. 


Average weight of women on ad- 


crak 112 lbs. 10 oz. 
Average weight of women at the 

end of the year and when dis- 


Meanwhile the subject of statistics was 
beginning to receive increased attention in 
the American Journal of Insanity. In Janu- 
ary 1845 an article appeared on “Statistics 
of Suicides in the United States,” by Dr. 
E. K. Hunt of Connecticut(6). The April 
1849 number contained a letter from M. 
Baillarger, editor of the Annales Médico- 
Psychologiques, to M. Renaudin, director 
of the Asylum for the 
France. This letter, which dealt with statis- 
tics, was translated by an inmate of the New 
York State Lunatic Asylum at Utica. 


Insane at Paris, § 


— 


M. Baillarger pointed out two facts which | 


he considered pertinent to the subject. 
Statistical researches have doubtless rendered 
great service to the study of mental diseases; but, 
confined of late years in a circle consecrated by 
habit, they have ceased, in my opinion, to be so 
useful. If you examine most of the works of this 
kind, you will find that new facts are very rare. 

I do not deny that there have been some happy 
innovations; nor do I pretend to say that statis- 
tical notices on asylums are all alike; but these 
innovations—of no great importance—are made by 
isolated individuals, and however numerous the 
patients may be in an asylum, the facts that a single 
physician may record cannot produce any definite 
results. 

Besides, these researches have often their start- 
ing point from peculiar opinions. 

Suppose, for instance, you undertake to establish 
by statistics the relative proportion of different 
kinds of insanity, you perceive that it is necessary, 
in the first place, to adopt a classification. Now if 
that classification differs from that which is gener- 
ally admitted, it will be necessary to repeat re- 
searches, and adopt also the new classification. 

Again, these works rest on too few facts; they 
often bear a character of individuality, which ren- 
ders them incomparable with those which have been 
undertaken on another basis. 

There are, then, two unfavorable circumstances 
for statistical researches, applied to insanity: these 
are, on the one hand, that they have a general 
tendency to the same point,—and on the other, 
that the new questions which they raise (too rarely, 
moreover) are studied by a single individual, and 
produce results which are founded on too few facts. 
Besides, these researches, undertaken sometimes 
from very different opinions, are exceedingly diffi- 
cult to be compared with each other(7). 
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Dr. Isaac Ray, superintendent of Butler 
Hospital for the Insane at Providence, R. L, 
discussed the problems of statistics in con- 
nection with mental diseases at a meeting 
of the Association of Medical Superinten- 
dents of American Institutions for the Insane 
in May 1849. The two opening paragraphs 
of his paper presented a general view of the 
problem as it then stood: 


Few Persons, I believe, who are practically 
acquainted with the subject, are quite satisfied with 
the present methods of reporting the results of 
management in hospitals for the insane, or are pre- 
pared to yield entire confidence in the general 
conclusions to which they lead. Certainly the wish 
has often been expressed that greater uniformity 
were observed in these methods, and that certain 
conditions and events connected with the subject, 
were more accurately defined. The evil in question 
has often been deplored by writers who have the 
strongest and most enlightened faith in the utility 
of this kind of statistics, and until it is remedied, 
our most carefully elaborated conclusions can chal- 
lenge but little confidence, and we never can be sure, 
after all our pains, that we have made any positive 
advances in knowledge. General rules and prin- 
ciples, that are fairly drawn from observations, 
have always been regarded as preeminently safe, 
and this strictly inductive method of inquiry is now 
universally considered as the most effectual means 
of arriving at the truth. It would seem as if results 
like these could not be otherwise than correct, 
because they are but the general expression of the 
facts themselves. It is this very appearance of cer- 
tainty which sometimes, as in the present case, 
blinds us to the actual fallacy, and we go on 
accumulating and hugging our treasures of knowl- 
edge as we fancy them, until we find at last that 
we have been ingeniously deceiving ourselves with 
an empty show, while the substance has completely 
escaped us. 

Statistics have become a favorite instrument for 
developing truth, and is now applied to branches 
of inquiry which, a few years since, were scarcely 
supposed to be within its reach. That it was capable 
of eliciting physical truth with an extent and ac- 
curacy then not thought of, might not have been 
a wild supposition, but no one dreamed of seeing 
it used to elucidate the principles that govern the 
social position and moral conduct of man, his 
motives, impulses and propensities. It is impor- 
tant that an instrument of knowledge so widely 
and confidently used, should be thoroughly under- 
stood; its powers being judiciously estimated, and 
its application regulated by a suitable regard to 
the conditions of the case. It is a simple thing, no 
doubt, to add, and subtract, and divide columns 
of figures which a patient industry alone was 
needed to collect, and if statistics consisted only 
of these operations, it certainly would be a very 
easy affair. But statistics implies something more 
than a process of arithmetic. It is a profound, 
philosophical analysis of materials carefully and 


copiously collected, and chosen with an enlightened 
confidence in their fitness for the purpose in ques- 
tion. The large comprehension, the elevated con- 
ceptions, the masterly power of mathematical anal- 
ysis, were not more essential to Newton in unfold- 
ing the law of gravitation, than the acute discrimi- 
nation of his materials and the correct appreciation 
of their bearing upon the principle in view, were 
to Quetelet in developing the laws that regulate 
some important events of life and springs of human 
conduct. Such views, however have not been 
prevalent, and hence has arisen the fact that thus 
far, statistics, with all its show of accuracy, has 
been, comparatively speaking, singularly barren of 
results. .... 


Dr. Ray condemned some aspects of the 
Federal Census of 1840, saying that it com- 
prised a large mass of heterogeneous details 
gathered by a multitude of individuals “few 
of whom could comprehend their nature, or 
had the requisite skill for assorting and 
classifying their materials.” From data on 
the incidence of insanity it was concluded 
that “the free colored population is more 
liable to insanity than the white,” an infer- 
ence held up by “one of our most dis- 
tinguished statesmen, as a signal blessing of 
slavery.” 

Equally fallacious, said Ray, were many 
of the statistics published annually in the 
reports of hospitals for the insane. As a first 
step in clearing a path through the debris, 
he suggested that “to make our statistics 
profitable, they should embrace such facts 
only as are intrinsically important, and free 
from all admixture with mere opinion.” 

He discussed the reporting of recoveries 
and pointed out the difficulty of securing 
comparative data that would represent the 
relative success of the institutions in the 
treatment of mental cases and added this 
caustic remark: “To regard the narratives 
we usually receive with our patients, as suffi- 
cient authority for a scientific fact, would 
almost indicate insanity in ourselves.” From 
the data presented in hospital reports on the 
subject of recoveries, Dr. Ray could draw 
but one conclusion, that the number of re- 
coveries was a strong indication of the finan- 
cial difficulty of friends and relatives of the 
patients and their perseverance in getting 
their friends discharged, thus “any degree 
of merit which may accrue from the num- 
ber of recoveries must be shared by the 
institution with the community itself.” 
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With respect to statistical tables of deaths 
in reports of hospitals for the insane Ray 
wrote: 


... To show the proportion of deaths to the 
admissions or discharges, is to indicate nothing in 
relation to insanity, beyond the two naked facts, 
that a certain number entered or left the institution, 
and a certain number died. The absurdity of con- 


necting together such incongruous facts as the 
deaths of certain persons with the casual residence 
of certain others in the same place, is strongly 
illustrated by the practical result. At the Salpe- 
tricre, for a certain term of years, the deaths were 
equal to 26 per cent. Of the admissions, while in 
many American institutions, the proportion, up to 
the last year, has been between 8 and 9 per cent. 
Are we to infer from this fact, that insanity is 
three times as fatal at Paris as in America, or that 
the physicians of the latter establishments have 
been three times as successful as those of the 
former, in rescuing their patients from the jaws of 
the fell destroyer? If the facts will bear neither of 
these inferences, what are they good for?(&). 


At the 1oth annual meeting of the Asso- 
ciation of Medical Superintendents held at 
Boston in May 1855, Dr. T. R. S. Smith of 
the State Lunatic Asylum at Fulton, Mo., 
offered the following resolution : 


Resolved, That a committee of three be appointed 
to investigate the propriety of adopting a_ uni- 
formity in our statistical reports; and, if regarded 
important, to report to the next meeting of the 
Association some way in which the object may be 
secured. 


Dr. Luther V. Bell, president of the Asso- 
ciation, remembered that Dr. Earle had 
early brought the matter before the Associa- 
tion. He had even prepared a form but no 
one ever followed it in making a report. 
The chief difficulty s¢emed to be that what 
some considered as matters of opinion, 
others put down as matters of fact. Bell 
suggested that, instead of being presented 
every year, these matters of fact should be 
permitted to accumulate for a few years. It 
would then be possible to study the facts and 
draw therefrom some reliable general results 
as Dr. Earle had done in his work in the 
Bloomingdale Asylum. Bell stated further 
that he could see no reason to change his 
views as to the worthlessness and inex- 
pediency of attempting to present statistical 
facts of the hospitals for the insane; these 
attempts produced “unjust inferences as to 
different institutions and untrue expecta- 
tions in the public mind.” Older members of 
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the Association had discussed the subject, 
and various committees had unsuccessfully 
tried to bring about some uniform method 
of reporting results. 

Dr. Smith still thought that some system 
of uniformity might possibly be secured and 
since there was no general feeling against 
another attempt, the resolution was adopted. 
R. S. Smith 
of Missouri, John Curwen of Pennsylvania 
and John E. Tyler of New Hampshire to 
constitute the This action 
produced nothing by way of positive devel- 


The Chair appointed Drs. T. 


comunittee 


opments, however, for the next year, 

Dr. Smith, from the committee on securing uni- 
formity in statistical tables in the reports of differ- 
ent institutions, stated that they were not prepared 
to give a written report, but were of the opinion 
that uniformity on such subjects could not be ob- 
tained. A long discussion rose on the general 
subject of statistics and their value, upon which 
the members expressed their views very freely (10). 

The subject came up again in 1869 when 
Dr. Charles H. Nichols, superintendent of 
the Government Hospital for the Insane at 
Washington, D. C., presented a project for 
uniform records and statistics of institution- 
alized patients, which had been approved by 
the International Congress of Alienists of 
1867. These recommendations were referred 
to a special committee consisting of Drs. 
Edward Jarvis, Charles H. Nichols and F. S. 
Stribling. In reporting back to the Associa- 
tion next day, Dr. Jarvis asked that more 
time be granted and that they be permitted 
to make a full report at the next annual 
meeting. Meanwhile, he suggested that al- 
though the proposition put before them for 
reporting the history, progress and condi- 
tion of insane hospitals was ‘admirable, 
and worthy of our most careful considera- 
tion, and should be adopted, as far as possi- 
ble, by the American institutions,” yet the 
committee was 

. . not prepared to recommend that these plans, 
forms and tables, and these only, be adopted by 
our hospitals. These are suited to the European 
asylums. They include all their wants and repre- 
sent their conditions. But the plan should be modi- 
fied in some respects to suit the peculiarities of our 
country, without omitting any of the principles 
or important features proposed by the International 
Association. 

It was proposed, therefore, to publish the 
translation of the French report in the 


= 
| A} 
| me 
the 
| po: 
| inc 
| ant 
| ant 
| 
| ol 
pr¢ 
tio 
tio 
| 
cul 
etc 
ge 
As 
| lis 
| des 
wa 
to 
the 
| 
| 
| col 
Ps 
boi 
De 
Sta 
abr 
it 
ser 
tab 
hay 
fac 
wit 
pu 
of 
th: 
for 
tal 
> 
6. 
i 
| 0. 
10. 


HORATIO 


POLLOCK 5 


1945| 


American Journal of Insanity so that all 
members could study the proposition while 
the special committee considered and pro- 
posed a plan of reporting which would “both 
include the principles of the European plan, 
and also represent the peculiar conditions 
and wants of the American hospitals” (11). 

The International Congress of Alienists 
of 1867, in the report above referred to, 
proposed 31 tables covering resident popula- 
tion, admissions, discharges, deaths, dura- 
tion of the disease, months of admission, 
civil status, education, age, aggravating cir- 
cumstances, supposed causes, occupations, 
etc.(12). After a careful study of these sug- 
gestions the committee on statistics of the 
Association of Medical Superintendents 
listed some 33 tables which they thought 
desirable(13). The report of the committee 
was ordered printed and a copy forwarded 
to each member of the Association so that 
the subject might be discussed at the next 
meeting (14). 

These 33 tables were carefully studied, 
compared with the tables of the Medico- 
Psychological Association of England and 
boiled down somewhat, for Dr. James R. 
DeWolf, discussing the committee’s report 
stated : 


By carefully collating these several sets of tables, 
abridging the more elaborate and simplifying others, 
it has been found practicable to condense into a 
series of twenty (20) concise and easily prepared 
tables all the information usually given, and per- 
haps all that may be considered really essential. 


The absence of any other data plus the 
fact that the titles of these 20 tables, together 
with forms to be used in compiling data for 
publication, were published in the minutes 
of the Association leads to the conclusion 
that it was this set which was brought up 
for general discussion. The titles of these 
tables follow: 


1. Admissions and General Results for the Year. 

2. Admissions and Discharges from Opening of 
Hospital. 

3. Operations of Hospital Year by Year. 

4. History of Annual Admissions. 

5. Age and Condition as to Marriage of all Ad- 
mitted, Recovered, Died and Remaining. 

6. Nativity of all.... 

7. Residence of all... . 

8. Occupation of all.... 

9. Maintenance of all .... 

10. Causes of Insanity of all.... 


11. Form of Disease of all... . 

12. Age and Condition as to Marriage at first 
attack ot all... 

13. Number of Previous Attacks and Duration of 
Disease before Admission of all... . 

14. Duration of Insanity, Before Admission in 
| 

15. Months of Admission, Recovery, and Death. 

16. Duration of Treatment, Recovery, Death, and 
Remaining. 

17. Whole Duration of Disease, Recovery, Death, 
and Remaining. 

18. Causes of Death Year by Year. 

19. Annual Expenditure and Average. 

20. Annual Receipts. 


After a lengthy discussion in which the pros 
and cons of compiling statistical data were 
well aired, it was finally “Resolved, That the 
report of the committee be recommended as 
the basis on which the different statistics of 
the hospitals be made’’(15). 

The Association had no power to compel 
action, however; indeed many members 
looked upon the project with some disfavor 
if not active hostility. It is not surprising, 
therefore, that the subject of statistics con- 
tinued to be something of an individual af- 
fair, each superintendent making little or 
much of it as he felt inclined. Actually little 
really scientific work was done in the field 
of statistics of mental disease during prac- 
tically the whole of the 19th century. 

At the June 1885 meeting of the Associa- 
tion Dr. Daniel Clark, superintendent of the 
Asylum for the Insane at Toronto, Ontario, 
suggested that a committee be appointed to 
devise a uniform system of tabulating post- 
mortems; that it should embrace the im- 
portant points in the clinical history as well, 
and that with the use of such printed sched- 
ules accurate records of such work be kept 
at each hospital. A committee consisting 
of Drs. Clark, J. B. Andrews, superinten- 
dent of Buffalo State Asylum, and S. S. 
Schultz, superintendent of Dansville State 
Hospital, was appointed. When later the 
problem of uniform statistics arose and it 
was suggested that the Association “might 
very readily agree upon a tabulation of cer- 
tain results, or facts, which would give in a 
few years an immense reservoir from which 
we can draw very important truths,” the 
committee was enlarged by the addition of 
two members, Drs. Theodore W. Fisher, 
superintendent of Boston Lunatic Hospital, 
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and P. Bryce, superintendent of Tuskaloosa 
Hospital for the Insane(16). 

At the next meeting of the Association, 
May 1886, Dr. Clark was unable to be pres- 
ent and no report had been sent in. 

There was also no report either at the 
1887 or the 1888 meeting, and it was each 
time suggested that the committee be con- 
tinued for another year(17). 

In 1889, Dr. H. E. Allison, assistant 
physician at the Willard Asylum for the 
Insane, read a paper entitled “A General 
System of Reporting Autopsies in American 
Asylums,” thus reopening the entire ques- 
tion. During the discussion which followed, 
Dr. Clark of Toronto remarked: 

.... I endeavored to interest the members in 
this direction two years ago at our meeting held 
in Detroit. A committee was appointed at the time 
consisting of three members, but no two of us could 
agree as to the best methods to adopt in tabulating 
postmortems and in keeping records of the physical, 
physiological and diseased conditions of patients 
before death as known in their life history. Each 
one of the members thought his own method was 


the best, hence there was no agreement and no 


As the original committee apparently no 
longer existed a new committee was ap- 
pointed(18). When this committee finally 
made a report in 1890, it was thought “not 
advisable to make any attempt to tabulate 
the results of autopsies in any uniform set 
of tables, as has sometimes been suggested 
both in asylums and general hospitals.’’ No 
mention whatever was made of general sta- 
tistics, and another opportunity was lost for 
developing a uniform system of nomencla- 
ture(19). 

It was not until 1913 that the Associa- 
tion began to make definite progress toward 
uniform statistics of mental disease. In that 
year Dr. James V. May, medical member 
of the New York State Hospital Commis- 
sion, read a paper on statistics at the annual 
meeting at Niagara Falls, Canada. Dr. May 
said in part: 

As a result of the various forms of supervisions 
in the different parts of the country, there are 
almost as many methods of administration. There 
is a corresponding lack of uniformity in policy 
from a medical point of view. In no way can this 
be better illustrated than by the annual reports 


of the various institutions and the accompanying 
statistical tables. These reports usually show the 
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with the number of admis- 
transfers, discharges, deaths, 
by the New York 


changes in population, 
sions, readmissions, 


etc. The statistical tables used 


State Hospital Commission until recently have 
included .... [some 28 tables] which may be 
considered as fairly representative of those usu- 


ally published. 

While it is conceded that such 
printed for various reasons in the annual reports, 
they still leave much to be desired. An inspection 
of the statistics as published by State boards or 
commissions will show that they contain much food 
for thought from an administrative and financial 
point of view, but very little that is of value as far 
as advancing our knowledge of psychiatry is con- 
Full information is to be found regarding 
the age, sex, race, color, civil condition, environ- 
ment, birthplace, education of the 
patient, but comparatively little light is to be ob- 
tained as to the exact nature of the psychosis rep- 
resented. When any effort is made in this direction, 
the results are usually characterized by striking 
irregularity of methods of classification in the va- 
rious localities. still classifications in 
vogue twenty or thirt? athers have 
adopted various modifications of Kraepelin’s ideas, 
while the great majority give no information what- 
ever regarding the various forms of insanity. .... 

The rate has been estimated as based 
on the number admitted for the year, the average 
daily population, the whole number treated, the 
number discharged and the rate per thousand or 
ten thousand of the admissions, etc. All of these 
methods are, to say the unreliable, if not 
misleading. .... It would be highly 
from a given thousand or ten thousand 
consecutive admissions, and definite re- 
ports could be obtained how many are 
discharged improved or recovered, how many die, 
and what percentage become permanent residents 
chronic wards. Only such statistics can 
accurately determine the real recovery rate or give 
us any definite idea as to the ultimate disposition 
of the cases admitted. In spite of the great wealth 
of material for study in our institutions, we have 
comparatively little information as to the definite 
percentage of the different psychoses represented 
in admissions or discharges. The 1911-1912 report 
of the New York state hospitals shows for the 
first time the various subdivisions of the different 
psychoses included in the first admissions. 
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These and other considerations led Dr. 
May to make the following plea: 


In conclusion, 1 would strongly urge upon 
the American Medico-Psychological Association, 
as the only national organization interested exclu- 
sively in the study of insanity, the advisability of 
undertaking the preparation of a uniform method 
of statistical study for adoption by the various 
administrative boards connected with the different 
states and provinces(20). 


In response the Association appointed the 
following committee to study the problem of 
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rearranging and making the statistical re- 
ports uniform in the different states: Drs. 
Thomas W. Salmon of New York, Owen 
Copp of Pennsylvania, E. Stanley Abbot of 


Massachusetts, James V. May of New 
York, and Henry A. Cotton of New 


Jersey (21). 

During the next year the committee met 
several times and began the formulation of 
a detailed classification of mental diseases 
and a plan of uniform statistics of the opera- 
tions of mental hospitals. Dr. Horatio M. 
Pollock, statistician of the New York State 
Hospital Commission, served as statistical 
adviser to the committee, and Dr. August 
Hoch, director of the Psychiatric Institute 
of the New York state hospitals, aided the 
committee in its struggles with classification. 
The committee made a progress report in 
1914 and was continued(22). Owing to the 
outbreak of war in Europe, which necessi- 
tated the absence of the chairman, the com- 
mittee was not able to make its next report 
until the 1917 meeting of the Association. 
It then reported that the following topics 
had received careful consideration. 

1. The desirability of uniform statistics relative to 
mental diseases and the operation of institu- 
tions for the insane. 


2. The classification of mental diseases. 
3. Forms to be used in reporting statistical data. 
4. Means to be adopted to secure uniform statistical 


reports. 


Concerning the first topic, the committee 
reported as follows: 


That the statistical data annually compiled by 
the various institutions for the insane throughout 
the country should be uniform in plan and scope 
is no longer open to question. The lack of such 
uniformity makes it absolutely impossible at the 
present time to collect comparative statistics con- 
cerning mental diseases in different states and 
countries, and extremely difficult to secure com- 
parative data relative to movement of patients, ad- 
ministration, and cost of maintenance and additions. 
The importance and need of some system whereby 
uniformity in reports would be secured have been 
repeatedly emphasized by officers and members of 
this Association, by statisticians of the United 
States Census Bureau, by editors of psychiatric 
journals, and by administrative officials in various 
states. We should know accurately the forms of 
mental disease occurring in all parts of the country; 
we should know the movement of patients in every 
hospital for the insane; we should know the cost 
of maintenance of patients and the amount spent for 
additions and improvements in every state hospital ; 


we should be able to compile annually complete 
data concerning these and other matters, and com- 
pute rates and draw comparisons therefrom. Such 
data would serve as the basis for constructive work 
in raising the standard of care of the insane; as a 
guide for preventive effort, and as an aid to the 
progress of psychiatry. 


In considering the second topic, the com- 
mittee felt that the first requisite in estab- 
lishing a uniform system of statistics was 
the setting up of a standard nomenclature of 
mental diseases. As the situation in this 
respect then stood, it could be called nothing 
less than chaotic since some states used no 
well-defined system of classification, while 
in others the systems were similar but dif- 
fered enough to make comparisons difficult ; 
some states had adopted a uniform system 
throughout, while others left the matter 
entirely to the separate hospitals. In forming 
a more modern classification, the committee 
had studied the systems used by the differ- 
ent states as well as the recommendations 
of leading psychiatrists. The classification 
finally adopted was considered by the com- 
mittee as “simple, comprehensive and com- 
plete”; the members had endeavored to 
formulate a system that would meet the 
scientific demands of the day and could be 
used by every hospital in the country. The 
principal groups set forth in the classification 
recommended by the committee were as 
follows: 


1. Traumatic psychoses. 

2. Senile psychosis. 

3. Psychosis with cerebral arteriosclerosis. 

4. General paralysis. 

5. Psychoses with cerebral syphilis. 

6. Psychosis with Huntington’s chorea. 

7. Psychoses with brain tumor. 

8. Psychoses with other brain or nervous diseases. 

9. Alcoholic psychoses. 

10. Psychoses due to drugs and other exogenous 
toxins. 

11. Psychoses with pellagra. 

12. Psychoses with other somatic diseases. 

13. Manic-depressive psychoses. 

14. Involution melancholia. 

15. Dementia przcox. 


16. Paranoia and paranoic conditions. 


17. Psychoneuroses. 
18. Psychoses with mental deficiency. 


19. Psychoses with constitutional psychopathic in- 
feriority. 

20. Epileptic psychoses. 

21. Undiagnosed psychoses. 

22. Not insane. 
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The committee also outlined a set of 18 
forms for uniform. statistical from 
institutions for the insane. These provided 
for data which it thought should be com 
piled annually by every mental hospital for 
use by those interested in administration and 
the treatment of mental diseases: 


reports 


1. General information. 

2. Financial statement. 

3. Movement of patients. 

4. Nativity and parentage of first admission. 
5. Citizenship of first admission. 


6. Psychoses of first admission, types as well as 
principal psychoses to be designated. 

7. Race of first admissions classified with refer- 
ence to principal psychoses. 

8. Age of first admissions classified with refer- 
ence to principal psychoses. 

9. Degree of education of first admissions classi- 
fied with reference to principal psychoses. 

10. Environment of first admissions classified with 
reference to principal psychoses. 

11. Economic condition of first admissions classi 
fied with reference to principal psychoses. 

12. Use of alcohol by first admissions classified 
with reference to principal psychoses. 

13. Marital condition of first admissions classified 
with reference to principal psychoses. 

14. Psychoses of readmissions, types as well as 
principal psychoses to be designated. 

15. Discharges of patients classified with refer- 
ence to principal psychoses and condition on 
discharge. 

16. Causes of death of patients classified 
reference to principal psychoses. 

17. Age of patients at time of death classified with 
reference to principal psychoses. 

18. Duration of hospital life of patients dying in 
hospital, classified with reference to 
choses. 


with 


psy - 


The report was adopted. 

Following the agoption of a general sys- 
tem of classification and a uniform statistical 
scheme, the chief difficulty seemed to be the 
securing of the general adoption of the whole 
system as outlined. To achieve this all- 
important object the committee 
mended : 


recom- 


The first great step toward securing uniform 
statistical reports from all hospitals for the insane 
is the adoption by this Association of a classi- 
fication of mental diseases and a series of forms 
for statistical tables. The second step will consist 
in making provision for the annual collection of 
data from hospitals throughout the country, and 
the publication of an annual statistical review for 
distribution to members of this Association. Your 
committee believes that such statistical work should 
be conducted by this Association through a com- 
mittee on statistics who would employ a trained 
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statistician to have direct charge of the collection 


and tabulation of the reports from the several 

spitals. The National Committee for Mental 
Hygiene has kindly offered to cooperate in this § 
work by tendering the use of its statistical office 


to the Association Che 
of the statistical work contemplated, including print- 
ing and would be 
The amount is insignificant compared with the 
great importance of the work to this Association, 
to psychiatry, to administrative officials, and to the 
army of mental sufferers. 


postage, 


Vast 


estimated annual expense § 


approximately $1,800, 


Your committee would recommend the appoint- § 


ment of a standing committee on statistics, and that 
such committee be authorized to conduct for the 
Association the statistical work herein outlined 
during the ensuing year, and to secure, if possible, 
the adoption of the classification of 
mental diseases by federal and state authorities. 


Association's 


In the discussion following the submis- 
sion of the report, it was thought by some 
that possibly the recommendation that a sta- 
tistical bureau be 
tial at this time. 
of Massachusetts 
immediate action 


established was not essen- 
Dr. Lloyd Vernon Briggs 
spoke of the necessity for 
so that at the end of the 
war there would be one uniform set of rec- 
ords from which a complete psychiatric his- 
tory of the war might be compiled. There 
was also some complaint that the system of 
classification was too complicated. In the 
end, however, it was resolved 


. that a standing committee on statistics, to be | 


President, to promote the general adoption of the 


\ssociation’s classification of mental diseases and 


of seven members, be appointed by the J 


statistical tables and from time to time to recom- | 


mend to the Association such revisions as may 


be nece ssary. 


Drs. Thomas W. Salmon, Adolf Meyer, 


Albert M. Barrett, E. Stanley Abbot, George § 


H. Kirby, Owen Copp and James V. May § 
were appointed members of such standing J 


committee (23). 


Much was accomplished in the ensuing § 


year in spite of the fact that Colonel Salmon, 


chairman, and Major Abbot were prevented | 


from actively participating in the work of 
the committee by reason of military service. 
Coionel Salmon was influential, however, in 
securing from the Rockefeller Foundation 
a special grant for the National Committee 


for Mental Hygiene to defray the expense of § 


introducing the system of uniform statistics. 
Since the National Committee had the neces- 
sary funds at its disposal and had estab- 
lished a bureau of statistics, the committee 
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of the Association thought it wise to become 
an advisory body to that bureau and to have 
it carry on the work of introducing the new 
system and of collecting statistics from the 
institutions. For this task the National Com- 
mittee assigned Edith M. Furbush as stat- 


istician with Horatio M. Pollock as con- 
sultant. Under the chairmanship of Dr. 
Albert M. Barrett, director of the Psycho- 


pathic Hospital at Ann Arbor, and profes- 
sor of psychiatry at the University of Michi- 
gan, a letter explaining the proposed system 
classification was mailed in April 1918 
to the superintendent of every state hospital 
and to the central board of administration in 
each state which had not already stated its 
intention of adopting the classification. By 
the following June 138 state hospitals had 
signified their willingness to cooperate. The 
Surgeon General of the Army had adopted 
the Association’s classification, and 32 of the 
48 states had fully committed themselves to 
the uniform system. The 18 forms for sta- 
tistical tables adopted by the Association 
were printed (June 1918) for distribution 
to institutions without charge by the bureau 
of statistics of the National Committee for 
Mental Hygiene. The officers of the bureau, 
in cooperation with the members of the com- 
mittee of the Association, also prepared 
statistical manual for the use of hospitals 
for the mentally ill to serve as a guide in 
the preparation of statistical data(24). 
During the year following the committee 
continued its work and on June 19, 1919, 
was able to report that 145 of the 156 state 
hospitals had adopted the Association's 
classification of mental diseases and were 
using, in part at least, the uniform statisti- 
cal system. Many of the larger county and 
private institutions had also adopted the 
classification. During the summer of 1918 
complete sets of the tabular forms and the 
statistical manuals had been distributed to 
all state and county hospitals and to the 
larger private institutions devoted to the 
treatment of mental disease. Standard sets 
of statistical schedules had also been pre- 
pared and were distributed at cost. In order 
to make a preliminary statistical review the 
bureau of statistics asked for data specified 
on the first three statistical forms (general 
information, financial statement and move- 


of 


ment of population). Though the bureau 
also requested complete sets of tables from 
all institutions which had used the system 
for a year, it was felt that since many hos- 
pitals did not begin to use the new classifica- 
tion until late in 1918, it would not be 
possible to secure complete reports during 
1919. The committee of the Association 
recommended that the members continue 
their cooperation with the National Com- 
mittee for Mental Hygiene, for they felt 
that only through complete cooperation 
could good results be achieved(25). 

In 1920 the committee broadened the 
scope of its work and voted that a separate 
group of statistics be kept for psychopathic 
hospitals, psychopathic wards and other in- 
stitutions for temporary care ; that a subcom- 
mittee of three outline a system of records 
for clinics; that they cooperate with the 
Committee on Classification and Uniform 
Statistics of the American Association for 
the Study of the Feebleminded in order to 
secure uniform statistics for the feeble- 
minded; and that they invite the National 
Association for the Study of Epilepsy to 
appoint a committee to confer with it on the 
subject of uniform statistics of convulsive 
disorders. In addition the committee made 
the following important recommendation : 

. that central statistical offices be established 
by .... state supervising departments having 
authority over state hospitals for mental diseases. 
Such central bureau would receive a_ statistical 
card report for each patient received, discharged 
or deceased, and [would] compile from these cards 
the annual statistical tables for each hospital for 
mental diseases in the state. This bureau. would 
also prepare other tables concerning the general 
operation of the hospitals. There are several ad- 
vantages of this method over the system of a 
separate compilation by each hospital. Briefly, 
these are: (1) the possibility of employing a 
trained statistician, (2) uniform method of prepara- 
tion of statistics, (3) greater accessibility of data, 
and (4) the cumulation of a larger amount of 
uniform statistical material from which special 
studies can be made(26). 


Reports received by the National Commit- 
tee for Mental Hygiene for the year 1920 
made it possible for Pollock and Furbush 
to make a study of 21,742 first admissions 
to 72 hospitals in 26 different states. 

Stimulated by the National Committee 
for Mental Hygiene, the American Associa- 
tion for the Study of the Feebleminded 


= 


ice) 


launched in 1920 a movement to secure uni- 
form statistics of mental deficiency in insti- 
tutions for mental defectives. 

In 1921 the Committee on Statistics of 
The American Psychiatric Association, un- 
der the leadership of Dr. James V. May, 
superintendent of the Boston State Hos- 
pital, recommended that the Federal Census 
Bureau use statistical tables corresponding 
to those adopted by the Association in mak- 
ing its next institutional census. A sub- 
committee of the Committee on Statistics 
made some suggestions concerning the clas- 
sification of patients treated in out-patient 
departments, though it felt that it was not 
wise to make any recommendations regard- 
ing the standardization of the general forms 
for clinical records beyond suggesting a gen- 
eral outline of items which should 
recorded. 

The most important development of the 
year 1922-1923 was the cooperation of the 
Federal Census Bureau with the Association 
and the National Committee for Mental 
Hygiene. At a joint conference plans were 
developed for a special census of hospitals 
for mental disease throughout the country. 
Horatio M. Pollock and Edith M. Furbush 
were appointed special agents of the Federal 
Census Bureau to assist the Director in 
planning the census and preparing the re- 
port(28). The resulting report of the census 
of “Patients in Hospitals for Mental Dis- 
ease, 1923” gave much more information 
concerning mental diseases than had been 
given in any previous census report. (The 
several census reports relating to mental 
patients will be described in a later section of 
this paper. ) 

In 1925 the Association’s Committee on 
Statistics recommended one addition to the 
set of standard tables, namely, a table to 
correlate age of first admission with nativity 
and parentage. This would also give the 
length of residence in this country of the 
foreign-born prior to admission and would 
furnish first-hand information for further 
improvements in immigration legislation 
and in methods of dealing with accepted 
immigrants. 

Since Congress had not yet provided 
funds for the contemplated preparation by 
the Federal Census Bureau of an annual 


be 
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statistical review of institutions in the United 
States, including hospitals for the mentally 
ill, 


tics also recommended that the Association 


the Association’s Committee on Statis- 


pass a resolution requesting Congress to ap- 
propriate sufficient money to accomplish this 
purpose( 29). 

By June 1928 the American Association 
for the Study of Convulsive Disorders had 
merged with The American Psychiatric As- 
sociation, thus bringing a new element into 
the Committee on Statistics. Even before 
this time 1927) the American Associa- 
tion for the Study of Convulsive Disorders 
had adopted in cooperation with the Na- 
tional Committee for Mental Hygiene and 
with the New York State Department of 
Mental Hygiene a standard classification and 
uniform statistical system and the Commit- 
tee had prepared a statistical manual, sta- 
tistical data cards and tabular forms for the 


(in 


use of institutions for epileptics. The manual 
was printed at Craig Colony, New York, 
and distributed free of charge; the cards and 
forms were printed by the National Com- 
mittee for Mental Hygiene and distributed 
at cost( 30). 

By May 1929 twelve years had elapsed 
since The American Psychiatric Association 
took definite action to establish a uniform 
system of statistics for mental illness. In the 
report that year the Committee on Statistics 
reviewed its accomplishments during the 
twelve-year interval : 


. it is interesting to review the present status 
of the Association’s classification and _ statistical 
system. The classification has been officially adopted 
by the Federal Census Bureau, the United States 
Public Health Service, the Surgeon-General of the 
Army, the United States Veterans Bureau, and by 
practically all the state hospitals for mental diseases 
in the United States. It is being taught in courses 
in psychiatry in many medical schools and is given 
with approval in the newer American text-books in 
psychiatry. Unfortunately only part of the Cana- 
dian hospitals are using the classification and it has 
received slight recognition in European countries. 
A check up with reference to the Association’s 
statistical system shows that it is used in all the 
state hospitals of 38 states and in part of the hos- 
pitals of six additional states. The system is also 
in use in 25 other hospitals for mental disease. 

The successful establishment of the system has 
been due in part to the cooperative efforts of the 
members of this Association but perhaps in greater 
measure to the persistent follow-up work of the 
National Committee for Mental Hygiene. 
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Thanks to the uniform system, better data relat- 
ing to mental patients and to mental disease are 
becoming available. Central statistical offices in 


} several states are annually publishing valuable re- 


§ ports in this field. The Federal Census Bureau 


states that data for the year 1927 were received 
from all of the 165 state hospitals for mental dis- 
ease in the United States. It is expected that the 


census results for 1926 and 1927 will soon be 


§ published in a single report covering both years. 


5 


Another promising development occurred 
at about this time when a communication 
was received by The American Psychiatric 
Association from Dr. George Baehr, chair- 
man of the Executive Committee of the 
National Conference on Nomenclature of 
Disease, relative to the appointment of a 
committee by the Association to cooperate 
with the Conference. The Committee on 
Statistics recommended to the Association 
that it request the American Association for 
the Study of the Feebleminded to appoint 
one member of that Association to join with 
two members of the Committee on Sta- 
tistics—one of whom would represent the 
Section on Convulsive Disorders—to coop- 
erate with the National Conference on 
Nomenclature of Disease(31). Drs. James 
V. May and William T. Shanahan were ap- 
pointed to represent the Association in the 
National Conference. During the following 
year (1929-1930) much correspondence was 
carried on between the two bodies relative 
to the place that mental disease would have 
in the new classification that was being pre- 
pared. It was originally proposed to classify 
each disease, physical and mental, both ana- 
tomically and etiologically. The representa- 
tives of the Committee on Statistics pointed 
out the disadvantages of merging physical 
and mental diseases in such a classification 
and proposed that the system used by the 
Association be kept intact. The Committee 
on Statistics asked The American Psychiatric 
Association to “request the National Con- 
ference on Nomenclature of Disease to adopt 
the classification of mental disease of the 
Association, and that in the general classi- 
fication of disease, physical and mental dis- 
eases be kept separate.” The Council of The 
American Psychiatric Association therefore 
voted 

. . to recommend 


Nas the appointment of the 
Chairman of the 


Committee on Statistics as a 


voting delegate in the Conference on Nomenclature 
of Disease, with the power to withdraw if the 
conference does not accept the classification of The 
American Psychiatric Association as its official 
classification of mental diseases (32). 


On November 23, 1930, Drs. James V. 
May and Horatio M. Pollock had a con- 
ference with Dr. H. B. Logie, executive sec- 
cretary of the National Conference to dis- 
cuss this problem and the following day they 
attended the annual meeting of the Con- 
ference. After a study of the entire situation 
it was found possible to incorporate the 
Association’s classification of mental diseases 
in the new classification of the National Con- 
ference. In its annual report to the Associa- 
tion the Committee on Statistics commented : 
.... This happy result was effected without com- 
promise on the part of either organization. Your 
committee is fully convinced that the new classifi- 
cation of disease about to be promulgated by the 


National Conference will constitute a great forward 
step in medical nomenclature. 


At the same time the National Conference 
adopted with few modifications the Associa- 
tion’s classification of epileptics, thus en- 
abling the Association to preserve its uni- 
form classifications and at the same time to 
contribute to a much needed comprehensive 
classification of all known diseases(33). 

Other evidences of progress were seen in 
the fact that the official statistical manual 
prepared by the Association and the Na- 
tional Committee for Mental Hygiene had 
recently been translated into French for use 
in Canada and that permission had been 
granted to translate it into Spanish for use 
in Latin America. There was also a general 
feeling that in view of the increased intro- 
duction of mental, psychiatric or psycho- 
pathic wards and departments in general 
hospitals and of out-patient clinics for the 
treatment of similar disorders, there was 
need of a uniform statistical system for 
reporting cases treated in such wards and 
clinics. The Committee on Statistics, there- 
fore, suggested that the Association coop- 
erate with other organizations in forming a 
group to consider such a program. 

At the May-June 1932 meeting of the 
Association, Dr. May was elected president, 
and Dr. E. Stanley Abbot, consulting psy- 
chiatrist at the McLean Hospital, became 
chairman of the Committee on Statistics. At 
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the end of his year as president, Dr. May 
again became chairman of the 
tee (34). 

In the year 1933-1934, the Committee 
on Statistics undertook the revision of the 
general classification of mental diseases and 
also made minor changes in parts of the 
general statistical system in order to make 
the hospital statistics conform more closely 
with the requirements of the Federal Census 
Bureau. After much study a detailed clas- 
sification for diagnostic purposes was made 
up and from that classification a list of 
diseases was arranged for statistical use. 
This classification was made on an etiologi- 
cal basis as far as possible and the grouping 
adopted was made to follow the order pub- 
lished in the Standard Classified Nomen- 
clature of Disease. Several changes were 
made in subdivisions of the various groups 
of psychoses. The new classification had 
been approved by the Council of the Asso- 
ciation but the committee recommended that 
they be formally adopted by the Association 
as a whole. 

With regard to the classification of per- 
sonality disorders in children, the sub- 
committee reported as follows: 


commit 


The Sub-committee on the Nomenclatures and 
Classifications Dealing with Personality Disorders 
in Children after considering the views of various 
leaders in child guidance and on the basis of their 
own personal experience came to the conclusion 
that the time was not ripe for a classification of 
the personality disorders of childhood; that there 
was too great a divergence between the formula- 
tions of those who were most interested in and most 
conversant with these problems ; that a classification 
which did not have some relation to treatment and 
which did not do justice to the total situation 
would be of little use; that a classification proposed 
at the present time would probably only bring a 
specious appearance of order into a most complex 
field, it would give a false impression, would lend 
itself to abuse, would neither be of scientific validity 
nor of great practical value. 


The Committee on Statistics made a fur- 
ther recommendation. In view of the fact 
that the Federal Census Bureau had not 
been adequately supplied with funds, due to 
the depression, the committee suggested 
that the Council of the Association express 
to the Director of the Census its appreciation 
of the interest he had taken in the census of 
institutions and to urge him to make the 


published decennial statistical report relat- 
ing to institutions for mental illness as com-§ 
plete as possible ( 35). 

In the year 1934-1935, the name of the 
Committee on Statistics was changed to thej 
Committee on Nomenclature and Statistics, 
The next year this committee reported that 
The introduction of family care in certain statesf 
has necessitated a modification in such states of thel 
form relating to movement of patients by providing# 
that family care patients be reported as a separate 
class of patients on books. It seems desirable that] 
such patients should not be included either with# 
resident patients or with paroles (36). 


In 1936, Dr. May’s 14 years of effective} 
the Committee 
Statistics came to a close. At the meeting} 
of that year Dr. Neil A. Dayton, director off 
statistics for the Massachusetts Commission} 


service as chairman of 


on Mental Disease, was appointed chairman} 
of the committee. 


At the June 1938 meeting of the Associa- 
tion the Committee Nomenclature and§ 
Statistics reported that a number of sug-§ 
gestions had been sent to the Bureau of the} 
Census. 


on 


First, that “the present separatej 
census reports devoted to mental disorders,j 
mental deficiency and epilepsy be enlarged 
to include additional data approaching the 
the work covered in the 10-year 
reports” as well as expressing the hope that§ 
it might be possible to have an earlier print- 
ing of these reports. Second, it was felt that 
consideration should be given to the matter 
of color of patients in future reports since 
it had been found that the distribution of 
psychoses in the white and negro population 
of mental hospitals presented marked dif- 
ferences. Third, it was again suggested that 
the division of admissions into first admis- 
sions and readmissions might be extended 
to data covering discharges and deaths(37). 

In 1942 it was reported that the Statisti- 
cal Manual for the Use of Hospitals for 
Mental Diseases had been revised and would 
soon be ready for distribution. One of the 
problems of the time was the threat of the 
discontinuance of the division of the Bureau 
of the Census in charge of institution sta- 
tistics. Protests from the Association had 
secured continuation of the work for the 
time being but there was no certainty that 
the division would not be dropped at a later 
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date. Superintendents of all institutions 
were urged to preserve statistics of their 
own institutions as carefully as possible in 
order that they might be available for future 
studies(38). The next year, however, the 
committee reported that their campaign for 
the continuation of the publication of sta- 
tistics on mental diseases, mental deficiency 
and epilepsy by the Bureau of the Census 
had been successful, for the deleted items 
were returned to the Census Bureau appro- 
priations. Furthermore, plans for the pub- 
lication of figures for the years 1942 and 
1943 were already well in hand, though on 
a somewhat modest scale. 

The committee recommended that the 
decennial census of mental hospitals due in 
1943 be postponed for at least a year since 
rather complete data on resident population 
—an intricate part of the analysis—would be 
particularly burdensome on the mental hos- 
pitals and state schools at a time when the 
manpower shortage created unusual prob- 
lems. There was a feeling, too, that some 
of the states had gone too far in war-time 
economies. The committee thought it highly 
desirable ‘‘that The American Psychiatric 
combat a newly developing 
trend for the elimination of annual reports 
of institutions and state departments,” and 
suggested that “the Council go on record as 
opposing firmly the elimination of annual 
reports of institutions or of state depart- 
ments,” since the published figures of the 
Bureau of the Census could in no way re- 
place the data gathered by the individual 
hospitals or states and since data on the war 
and postwar period would be even more 
valuable than those of some of the years 
past (39). 

At the May, 1944, meeting of the Asso- 
ciation it was reported that the publication 
of the annual statistics of mental disease, 
mental deficiency and epilepsy had during 
the past year been removed from the Divi- 
sion of Vital Statistics, Bureau of the Census 
under Halbert H. Dunn, and placed under 
the jurisdiction of the Division on Popula- 
tion under Leon E. Truesdell. Work on the 
1941 and 1942 edition of Patients in Mental 
Institutions was already under way. The 
previous year’s recommendation postponing 


the 1943 decennial census of resident popula- 
tion in mental institutions was repeated on 
account of the war and it was suggested 
that no action be taken “until such time as 
the institutions shall have sufficient physi- 
cians and clerical workers to carry out this 
work in a satisfactory manner.” All insti- 
tutions were again urged to make every ef- 
fort to preserve statistical records during 
the war years since it would be difficult if 
not impossible to bring the records up to date 
after the war(4o). 


STATISTICS OF MENTAL PATIENTS Com- 
PILED BY THE FEDERAL BUREAU OF 
THE CENSUS 


A second line of development of statistics 
of mental patients is seen in the work of 
the Federal Census Bureau in compiling 
institution statistics during the past century. 


TABLE 1 


DEFECTIVES IN THE UNITED STATES ENUMERATED 
IN FEDERAL CENSUSES, 1850-1880 


Class 1880 1870 1860 1850 
91,007 37,432* 24,042* 15,610* 
76,805 24,527 18,930 15,787 
48,928 20,320 12,658 9,794 
Deaf-mutes .. 33,878 16,205 12,821 9,803 

Total 251,608 08,484 68,451 50,004 


* These data were clearly erroneous and incomplete and 
were later considered worthless. 


The Federal Census of 1840 was the first 
in which the insane and idiotic were enu- 
merated but the two classes were not differ- 
entiated. In the census of 1850 an attempt 
was made for the first time to secure sepa- 
rate data concerning the insane, idiots, blind 
and deaf mutes in the country. A like at- 
tempt was made in the decennial censuses of 
1860, 1870 and 1880. Table 1 shows the 
number of so-called defectives reported in 
the several censuses from 1850 to 1880 in- 
clusive. 

In 1880 a determined effort was made to 
make the census returns for the above named 
classes as complete as possible. Frederick 
Howard Wines, a distinguished statistician 
of Springfield, Illinois, was appointed spe- 
cial agent of the Census Bureau and placed 
in charge of the census of institutions. As 
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stated in the census report the method of 
enumeration in 1880 was as follows: 


.... first, that the basis of the present investiga- 
tion was a list of institutions throughout the United 
States, prepared with great care in advance of the 
actual taking of the census, so that it is demon- 
strable that few, if any, of the important charitable 
and correctional institutions of the country failed 
to be accurately reported. Second, a system of spe- 
cial schedules was devised, one for each separate 
class; and every enumerator was required not 
merely to enter upon the general population sched- 
ule the name of every defective person enumerated 
by him, but also to transfer the name of every such 
person to its appropriate special schedule, and upon 
that schedule to answer certain definite questions, 
applicable to him as a member of the class to 
which he was supposed to belong. For this extra 
service the enumerator was offered additional com- 
pensation; and it was impressed upon him that he 
should exert himself to find these defective persons, 
and make a full report of each case. He was in- 
structed to counsel with physicians upon this point, 
to make inquiries of neighbors, and to report all 
defectives, whether the information respecting them 
should be derived from the family to which they 
belonged or from other sources, if in his judgment 
it was worthy of confidence. By this method it 
was sought to obtain approximately as complete an 
enumeration of defectives outside of institutions as 
of the inmates of such institutions. Third, with 
respect to the idiots and the insane, the work of 
the enumerators was supplemented by correspon- 
dence with physicians, in all parts of the United 
States, to the number of nearly 100,000, all of whom 
were furnished with blank forms of return, and 
were invited and urged to report to the Census 
Office all idiots and lunatics within the sphere of 
their personal knowledge. Four-fifths of them 
responded to this invitation; a result which, while 
it redounds to the credit of the medical profession, 
illustrates the remarkable interest felt by the public 
in this census, and it is in itself a tribute to the 
genius of popular instifutions ... .(41). 


Information from physicians was thus 
obtained concerning 17 percent of the total 
number of insane enumerated in 188o. 

The report of the census of institutions of 
1890 was prepared by Dr. John S. Billings, 
an eminent physician and librarian, who was 
then Deputy Surgeon-General of the Army. 
Results for 1880 and 1890, however, were 
not comparable. The ratio of insane in the 
United States per 100,000 population was 
given as 183.3 for 1880 and 170.0 for 1890. 
This apparent decrease was not a real one, 
being due to the fact that in 1890 physicians 
did not make special reports concerning the 
insane in the community(42). The census 
of 1890 was the last one in which an attempt 
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made to the insane both 


within and outside of institutions, subsequer 


was enumerate 


inquiries being confined to patients in insti- 


tutions. 

The special institution census of 1904 was 
John Koren, a prominent stat- 
istician and publicist. In that year, instead 
of the employment of the usual enumera- 
the filled out 
for each institution by an employee of the 
institution designated as a special agent of 
the Bureau of the Only patients 
resident in public or private mental hospitals 
or institutions having a separate department 
for this class of persons were included in 
the enumeration. The returns for 
1890 had dealt extensively with certain 
forms of insanity but had used an inadequate 
classification which was even then becoming 
In 1904, however, on the advice 


directed by 


tors, census schedules were 


Census. 


census 


obsolete. 
of prominent alienists, it was decided not to 
attempt the enumeration of the several men- 
tal disorders as there was no standard or 
universally adopted classification of mental 
diseases in the United States. 

The 1904 made progress in 
other lines. A thorough study of movement 
of patients in the several states was made and 
Koren was able to say in his report: 


census of 


. . . . Thus, for the first time, it is possible to state 
with precision the annual increment in the number 
of insane, so far as it appears in the population of 
the hospitals for this class, and the number annually 
returned to the different communities from institu- 
tions, together with their condition at discharge. 


He was also of the opinion that it had been 
possible to get “a more comprehensive view 
of the insane than of any other defective or 
dependent class( 43). 

The law providing for the Thirteenth Cen- 
sus in I910 authorized an enumeration of 
special classes in institutions to be made in 
the same year. This institution census was 
taken under the direction of Dr. Joseph A. 
Hill, expert special agent of the Census 
Bureau, assisted by Lewis Meriam. In spite 
of the fact that it was impracticable to go 
very far towards distinguishing the different 
forms of insanity, an attempt was made to 
segregate cases of alcoholic psychosis and 
general paralysis from other types. The 
attempt was only partially successful(44). 

Previous to the next census of institutions 
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The American Psychiatric Association had 
adopted a standard classification which in 
part eliminated the above mentioned diffi- 
culty. By June 1922 some 147 of the 157 
state hospitals were cooperating with the 
Association to secure uniform statistics of 
mental disorders. In 1923 the Association 
reported that : 


The most important development of the year has 
been the action of the Federal Census Bureau, in 
calling upon representatives of the Association and 
the National Committee for Mental Hygiene to 
assist in formulating plans for taking a special 
census of institutions for mental diseases throughout 
the country. Members of your committee met in 
conference with representatives of the National 
Committee for Mental Hygiene and the Federal 
Census Bureau in December, 1922, in New York 
City, and discussed schedules for the taking of the 
census. The recommendation of your committee 
that mental diagnosis be included in the schedules 
was adopted, and the Association’s classification 
is being used for this purpose. This action of the 
Census Bureau will result in making available for 
the first time in this country complete data con- 
cerning the various forms of mental disease in the 
several states. Another noteworthy improvement in 
the census will be the separation of readmissions 
and transfers from first admissions. Other features 
of the uniform system of the Association will be 
followed. This recognition of the Association on 
the part of the Federal Census Bureau is highly 
gratifying and your committee feels confident that 
the forthcoming census will mark a new epoch in 
national statistics of mental diseases(45). 


Horatio M. Pollock and Edith M. Fur- 
bush were appointed special agents of the 
Census Bureau to plan the enumeration and 
write the report. The report of the special 
census of the insane of 1923 was published 
in 1926. The data presented for resident 
patients related to January 1, 1923, while 
the figures for admissions, discharges, trans- 
fers and deaths covered the calendar year 
1922. New features introduced in the 1923 
census included: 1. The separation of the 
cases coming to institutions for mental dis- 
ease for the first time, commonly designated 
“first admissions,” from those with previous 
admissions, usually termed “readmissions.” 

2. The classification of resident patients, 
first admissions, readmissions, discharges, 
and deaths with respect to mental diagnosis. 

3. Data with respect to ex-service patients 
in institutions for mental disease. So much 
public interest was manifested in the welfare 
of ex-service men of the World War who 


had developed mental disease, that it was 
deemed important to secure separate data 
concerning them. 

4. Separate data concerning patients in 
psychopathic wards of general hospitals. 

5. Data with respect to patients on parole 
or otherwise absent from the institution. 

6. Data relative to the administrative per- 
sonnel of the state hospitals. 

7. The value and acreage of state hospital 
plants. 

8. Cost of maintenance of patients in state 
hospitals, exclusive of investment charges 
and general administration. This item was 
included in the census of institutions taken 
in 1904, but was omitted from the census of 
1910. Very satisfactory data were secured 
for 1922 from nearly all the hospitals for 
mental disease, both public and private 
throughout the country. There can be no 
question that the publication of these figures 
for 1923 constituted a great advance in sta- 
tistics of mental disease. 

The American Psychiatric Association, in 
May 1925, went on record as favoring the 
annual collection of statistics in institutions 
for mental disease, and a general movement 
was inaugurated with that end in view. The 
matter received the approval of the Director 
of the Census(47) and the annual collec- 
tion of data from institutions was begun in 
1927 for the year of 1926, and has been 
continued for each year thereafter. In gen- 
eral the scope of the annual censuses has 
been similar to that of 1923 with the excep- 
tion of diagnostic data pertaining to patients 
under treatment. 

The remarkable increase in mental pa- 
tients since 1880 is shown in Table 2 (see 
also Table 1). 


REPORTS OF STATE DEPARTMENTS AND 
SPECIAL STATISTICAL STUDIES 


A third line of development is found in 
the annual reports issued by state depart- 
ments having supervision of the care of the 
insane, and in special statistical studies 
made from time to time by psychiatrists and 
statisticians. The New York State Hospital 
Commission and its successor the State De- 
partment of Mental Hygiene has issued an- 
nual reports comprising detailed statistics 
of patients treated in state hospitals and 
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licensed institutions for each year since 1908. 
Similar annual reports have been issued by 
the Massachusetts State Department of 
Mental Health, the Illinois Department of 
Public Welfare, the Ohio State Department 
of Public Welfare, and the lowa Board of 
Control of State Institutions. Less compre- 
hensive reports have been issued by several 
other state supervisory departments. 


TABLE 2 
PATIENTS IN HOSPITALS FOR MENTAL DISEASE AS 
SHOWN BY FEDERAL CENSUSES FROM I880 
THROUGH IQ4I * 


Patients in 
mental hospitals 


Population 
of the Per 100,000 
Year United States Number population 
50,155,783 40,942 81.6 
62,622,250 74,028 118.2 
80,651,057 150,151 186.2 
91,972,266 187,701 204.2 
cic 110,705,086 267,617 245.0 
123,205,000 337.573 273.0 
133,669,275 480,741 362.45 


* Adopted from data presented in Department of Com- 
merce, Bureau of the Census, Patients in Hospitals for 
Mental Disease, Table 1, p. 11. ashington, 
Government Printing Office, 1926; - . Mental 
Patients in State Hospitals, 1929 and 1930, T able 21, DP. 37: 

—_——., Patients in Mental Institutions, 1941, Table 
6, 


7 Aesesiien to the Federal Census of 1940. 
t Based on estimated population for 1941 


Apart from official statistical reports a 
large number of statistical studies dealing 
with various aspects of mental disease have 
been prepared by research workers during 
the past 30 years. The topics dealt with com- 
prise etiological factors including heredity, 
environment, alcohol, syphilis, drugs, ete. ; 
outcome of the various mental disorders; 
trends in admissions and patient population ; 
economic factors; results of special treat- 
ment and many other themes. Noteworthy 
examples of such special studies are included 
in the following books : 


“New Facts on Mental Disorders,” a study of 
89,190 cases, by Neil A. Dayton, M. D. (Charles C 
Thomas, Springfield, Ill., 1940). 

“Mortality Among Patients with Mental Dis- 
ease,” by Benjamin Malzberg, Ph. D. (State Hos- 
pitals Press, Utica, N. Y., 1934). 

“Social and Biological Aspects of Mental Dis- 
ease,” by Benjamin Malzberg, Ph. D. (State Hos- 
pitals Press, Utica, N. Y., 1940). 

“Mental Disease and Social Welfare,” by Horatio 
M. Pollock, Ph.D. (State Hospitals Press, Utica, 
N. Y., 1941). 
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‘Hereditary and Environmental Factors in the 
Causati of Manic-Depressive Psychoses and 


canis Przcox,” by Horatio M. Pollock, Ph. D., 
Benjamin Malzberg, Ph.D., and Raymond G. 
Fuller (State Hospitals Press, Utica, N. Y., 1939). 


factors 
been more 
relating to 
During the 
past 30 years statistics have aided greatly in 
the development of psychiatry and have been 
used extensively in the evaluation of results 
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EFFECTS OF PSYCHOLOGICAL DEPRIVATION IN INFANCY AND 
SUBSEQUENT STIMULATION 


WILLIAM GOLDFARB, Px.D., New York, N. Y. 


Practical work with children inevitably 
leaves one with a feeling of awesome respect 
for the profound importance of the child’s 
nursery years. Most parents may not attain 
the same formal or conscious understanding 
of how early experience influences growth. 
Yet, they demonstrate their own recognition 
of the infinite needs of their babies when 
they envelop them with the comforting 
mantle of constant, detailed, ever minister- 
ing attention. The essential stuff of this 
early atmosphere is warmth and intimacy be- 
tween child and parent. In the first months 
the child is completely dependent upon the 
outside word for physiological sustenance. 
A single mother person is generally the 
source of this sustenance to children in fami- 
lies. However, the baby’s earliest and primi- 
tively differentiated concept of the mother 
as the object which hovers about and satis- 
fies his craving for physical stimulation and 
physical satisfaction soon merges with the 
richer concept of the mother whose psycho- 
logical presence in itself is a source of plea- 
sure and complacency. As early as the sixth 
month and possibly even somewhat before, 
one observes the beginnings of sentiments, 
particularized attitudes and attachments to 
a particular person or limited number of 
people within the primary family circle 
(usually the father and mother). . Place- 
ment observations of babies separated from 
the parent person at this age indicates that 
the children experience psychological shock 
which sometimes may even be prolonged 
in nature. Nor is the shock of separation 
ameliorated, for example, by the simple sat- 
isfaction of hunger. A psychological relation 
between child and specific adult must be re- 
constituted before the baby’s habitual ex- 
pression of complacency is again observed. 
Close attachment to specific adults consid- 


1 Awarded the Devereux Schools prize at the 
Centenary Meeting of The American Psychiatric 
Association, Philadelphia, Pa., May 10-13, 1944. 

From the New York Association for Jewish 
Children, Foster Home Bureau, New York, N. Y. 
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erably before the end of the first year of 
life thus appears to be a fact. In addition, 
this early attachment is ordinarily charac- 
terized by a reciprocating acknowledgment 
of the individual wills and drives of both 
parent and child. Under normal circum- 
stances, the parent soon learns that the child 
has an individual will of his own and a ca- 
pacity for influencing his own living routine. 
The child is even encouraged to “have his 
say” as to how he wants his life ordered. 
The existence of a relationship and the na- 
ture of this relationship with the mother 
or parent are the cornerstone of developing 
identifications. They color the child’s grasp 
of himself, his relation to people outside of 
the primary family group, his relation to 
the material world of things, his mode of 
solution of problems that may arise to meet 
him, his level of conceptualization, and prob- 
ably even his simplest perceptions. In sum- 
mary, the typical family experience of the 
baby may be described as follows: 

1. There is warm, loving contact between specific 
parent person and child. 

2. This contact is continuous in terms of life span 
and also in terms of detailed daily routine. The 
child is in the company of the mother for many 
hours during the day and for many months. 

3. The contact is a source of constant stimulation. 
The child is fondled and handled physically a great 
deal. He is sung lullabies and talked to. His motor 
and verbal response receive immediate recognition. 
He is encouraged to babble, to form sounds and 
then words, to sit up, to stand up, to walk and 
climb. He is presented with many multicolored toys. 
He is carried through a house full of interesting 
objects, meets children and adults, and is often 
fascinated by animals about him. He is encouraged 
to perform various life tasks and to react to prob- 
lems and frustrations in a way that is pleasing to 
his parents whom he loves and wants to please. 

4. Yet his relationship to his parents, except in 
very rare situations, involves a degree of reciproca- 
tion. The child learns, and is generally encouraged 
to learn, that he may be active in regulating his 
living and in ordering his environment to meet his 
own needs and desires. 


What happens to children who are de- 
prived of the above described type of psycho- 
logical experience in infancy? An unusual 
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opportunity for the experimental study of 
deprivation during infancy is provided by 
the existence of infant institutions where the 
conditions of baby rearing are often the 
obverse of those prevailing in families. The 
child is one of a large group of babies cared 
for by a baby nurse. The adult-child ratio 
is very low so that there is a minimum of 
adult stimulation. Ties with specific adults 
are casual and fleeting. Identifications are 
consequently relatively unformed. In addi- 
tion, because of the requirements of group 
routine, the child’s activities are completely 
regulated from without. He is not en- 
couraged to participate in the formulation 
of his own day to day program. 

There have been a series of investigations 
of the effects of such deprivation on the 
later development of the institutional babies. 
Lowrey(11) first presented a statement of 
psychiatric impression, based on the obser- 
vation of 28 children in boarding homes, who 
had been reared for their first three years 
in an institution. He concluded that these 
children developed an “isolation type of per- 
sonality characterized by unsocial behavior, 
hostile aggression, lack of patterns for giving 
and receiving affection, inability to under- 
stand and accept limitations, much insecurity 
in adapting to environment.” 

Following Lowrey, there was a series of 
controlled investigations of the problem(3, 4, 
5, 6, 7). Interest was focused on a group of 
children who had entered the same baby 
institution in their early months, had re- 
mained there to about the age of 3, and had 
then been transferred to foster homes for 
care. (Such children will henceforth be 
called institution children.) In each of the 
studies, the institution children were equated 
with a control group in terms of age, sex, 
and as nearly as possible in terms of total 
years of dependency. The control group 
consisted of children whose total life ex- 
perience had been with foster families in 
addition to a very brief period with their own 
families. (These children will be referred to 
as the foster home children. ) 

In an initial investigation(3), 40 institu- 
tion children were.contrasted with 40 foster 
home children. The children placed in foster 
homes after babyhood rearing in institutions 
clearly demonstrated greater frequency of 


problem behavior than did the children with 
continuous foster home experience. The 
institution children were characterized by 
problems involving the overt expression of 
anxiety (restlessness, hyperactivity, inability 
to concentrate, etc.), the overt expression 
of aggression (temper display, impudence, 
destructiveness, cruelty, etc.) and affective 
impoverishment. It was concluded that the 
institution children were less secure, more 
isolated from other people, and less able to 
enter into meaningful relationships. They 
also showed more frequent speech retarda- 
tion, school deficiency and mental retarda- 
tion. 

A subsequent study(4) demonstrated that 
the deviating behavior of the institution 
children predisposed them to frequent foster 
home replacement. Such unusual or deviat- 
ing behavior was the most common reason 
for the replacement of the institution chil- 
dren, although almost non-existent in the 
foster home group. 

It was possible to formulate a more elab- 
orate statement of the psychology of the 
institution child following intensive experi- 
mental, observational and genetic study of a 
group of adolescents with institutional ex- 
perience in infancy(5, 6, 7). Again, they 
were contrasted with a group of foster home 
children. Both institution and foster home 
groups had been in foster homes which were 
equivalent in such subjective factors as de- 
gree of acceptance and assimilation by the 
foster family and in the more objective home 
factors such as children’s facilities, economic 
status, cultural status, sociality status, occu- 
pational status and educational status. In 
addition, the true mothers of the institution 
children were superior to the true mothers of 
the foster home children. Yet the institution 
children were more retarded mentally and 
were considerably more immature in per- 
ceptual reaction and in level of conceptual 
performance. They also more frequently 
showed problems such as restlessness, hyper- 
activity, inability to concentrate, lack of pop- 
ularity with children, poor school achieve- 
ment, fearfulness and excessive craving for 
affection. They were shown by experiment 
and case history to be deficient in drive and 
to be marked by an unusual degree of apathy 
or emptiness of emotional response. It was 
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inferred that extreme deprivation in infancy 
produced a profoundly deviate personality 
type characterized by (1) marked impover- 
ishment, meagerness and lack of differentia- 
tion in all aspects of personality, and (2) 
marked passivity or apathy of personality. 

The above studies were cross sectional 
studies of groups of institution children at 
mean ages 6 years and 9 months (3), 8 years 
and 5 months (3), and finally 12 years and 
2 months (5). The results tended to be 
mutually confirmatory. However, there was 
an obvious need for the study of a given 
group of institution children while in the 
institution and following transfer and a 
period of experience in the foster home. 
There was particular need for follow-up of 
the institution children after a relatively brief 
time of placement because of the frequent 
subjective impression of the caseworkers 
that the most marked changes in the chil- 
dren’s behavior and functioning levels oc- 
curred in the initial stages after placement. 
The present paper is a report of such a 
study. 


THE EXPERIMENTAL GROUPS 


The institution group consisted of 15 chil 
dren (9 boys, 6 girls) who had been ad- 
mitted to the infant institution in very early 
infancy and at a mean age of 4} months. 
They had been under institutional care for 
an average of 32 months and transferred to 
foster homes at 37 months. The first series 
of experimental tests were administered to 
them when they were still in the institution 
and at a poinf when foster homes were al- 
ready being sought for them. An attempt 
was made to observe each child as close to 
the point of transfer to the foster home as 
possible, though as a matter of fact a dis- 
crepancy resulted from the fact that it was 
not possible to predict exactly when an ap- 
propriate foster home could be found for 
each child. The institution children were 
first tested at the mean age of 34 monthis, 
transferred to foster homes at the age of 37 
months, and tested a second time seven 
months after placement at the age of 43 


2In a study involving intelligence tests of pre- 
school children, a relatively brief experimental pe- 
riod also minimizes the variation in test content 
and in the significance of I.Q.’s from age to age. 
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The interval between first and sec- 
ond tests was nine months.” 


months. 


The institution children were paired with} 


a group of children who had been in foster 
homes and who had not experienced any 
other but family rearing. 

These children (foster home children) 
were equated with the institution children 
to within three months in the following 


rABLE I 
ApmMIssIon Acer, ToraL Time UNper CARE WHEN 
LAst EXAMINED (MoNnTHS) 


Total time 
under care 


(at time of 2nd 
\dmission age testing) 
Std. Std. 
Mean dev. Mean dev. 
Institution 4.47 30.56 7.15 
Foster home 3.67 5.27 39.09 5.62 
TABLE II 
DISTRIBUTION OF TIME UNDER CARE OF 


INSTITUTION CHILDREN (MontTHS) 


Std 
Mean dev. 
Age at admission to institution.... 4.47 4.40 
Age at transfer to foster home.... 36.82 5.11 
Time spent in institution.......... 32.35 5-47 
Time spent in foster home (time of 
Total time under care (time of 
TABLE III 
AGES OF CHILDREN DuriInG First ANp SECOND 
TesTINGs (MontTHs) 
Interval 
Age at 1st Age at 2nd between 
testing testing testings 
Std. Std. Std. 
Mean dev. Mean dev. Mean dev. 
Institution .34.08 6.00 43.42 5.13 9.34 1.42 
Foster homes..34.62 6.36 42.75 6.00 8.14 1.35 
items: age, sex, age at admission to care, | 


age at first testing and age at second testing. 
The foster home children had entered foster 
care at a mean age of 4 months. They were 
first tested at a mean age of 35 months 
and then retested at a mean age of 43 
months. The interval between first and sec- 
ond tests was eight months. 

It was possible to investigate the maternal 
backgrounds of all the children. The intake 
record supplied accurate information on job 
and school history of most of the true 
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mothers. Occasionally, where there was 
question, it was possible to obtain the infor- 
mation directly from the true mothers 
through the placement workers who were in 
contact with them. The true fathers for the 
most part were unknown. Whatever judg- 
ments are made regarding the background 
of the children are consequently derived 


equated groups of older institution and foster 
home children, the occupational status of the 
true mothers of the institution group tends 
to be superior to that of the true mothers 
of the foster home group. More of the insti- 
tution group mothers are employed in skilled 
trades and fewer in the day labor to semi- 
skilled trades. While the occupational su- 
periority of the institution children’s true 


TABLE IV mothers is clear there is no reliable differ- 
Enstitution Foster home nce between institution and foster home 
No. groups in the educational status of the true 
of of 
Birthplace of chil- ‘ chil- mothers. 
> os 

The occupational status of the foster fa- 

Inited States .... I 7 II 7 
73 thers was also evaluated in accord with the 
Germany ....... 2 13 4 27. Minnesota scale for occupational classifica- 

TABLE V 


MATERNAL STATUS 


Day labor to semi-skilled 
trades 


Skilled trades 
— 


Institution Foster home 

No. Vo. 

of of 

chil- chil- 

dren % dren % 
1. Occupational status .... 9 60 15 oO 


8th grade or less 
— 


“Institution Foster home 
No. No. 
of ot 
chil- chil- 
dren % dren % 
2. Educational status .-.. 7 47 10 67 
TABLE VI 


REASONS FOR PLACEMENT 


Institution Foster home 
No. No. 
of of 
chil- chil- 
dren % dren % 
3orn out of wedlock.. 12 80 II 73 
3 20 4 27 


from data regarding the children’s true 
mothers. 

The true mothers of both groups tend to 
be similar in national derivation. A majority 
in both groups were born in the United 
States. 

The occupational backgrounds of the 
mothers were classified according to the 
Minnesota scale for occupational classifica- 
tion(8). As in a previous study involving 


“Institution Foster home Chi? P 
No. No. 
of of 
chil- chil- 
dren % dren % 
6 40 re) oO 7.50 Less than 1% 
Some high school or more 
“Institution Foster home Chi? P 
No. No. 
of of 
chil- chil- 
dren % dren % 
8 53 5 33 1.22 Between 20% 
and 30% 
tion. We were surprised to observe that 


more of the foster fathers of the institution 
children fell in the skilled trades to profes- 
sional categories and fewer in the day labor 
to semi-skilled categories. After careful in- 
vestigation of the foster homes we would 
venture the following hypothesis to explain 
this difference in foster homes. The more 
recent foster home applicants who are inter- 
ested in caring for babies appear to come 
from higher social economic groups than 
those obtained three years back or more. 
This selective process in foster homes would 
seem to be related to two features: (1) the 
nature of the recent home-finding campaign. 
In the past two years a more active appeal 
for homes has been made through news- 
papers. Their readers may be superior in 
occupational standing than previous foster 
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0.42 
i 


22 PSYCHOLOGICAL DEPRIVATION IN INFANCY 


parents obtained from other channels. (2) 
The greater tendency on the part of the 
agency to participate in adoptive procedures 
and the consequent growth in foster home 
applicants who, where feasible, desire to be 
considered as adoptive parents. From the 
point of view of the present study, the sig- 
nificant fact is that the institution children 
were placed in foster homes where it might 
be assumed that possibilities for stimulation 
were at least equal to or even superior to 
those in the boarding homes of the foster 
home group. 

In view of the direction of previous find- 
ings regarding the effects of infant depriva- 
tion and our own hypotheses, it is a matter 
of experimental importance that any psy- 
chological differences between the foster 
home and institution groups and, in particu- 


chotic. 


In the institution group only one § 


mother had been diagnosed as feebleminded § 


and one as psychotic. We feel justified in | 
assuming that any observed psychological J 


differences between institution and foster 
home children which tend to favor the foster § 
home group are to be related to differences J 


in the life atmosphere of the first three years. 


EXPERIMENTAL ATMOSPHERES 


All of the institution children received | 


their initial tests in the institution. The 
institution was for them a more natural and 
familiar environment than the strange office 
in which the foster home children were 
tested. 
that the institution children were used to 
going off alone with a strange adult with 


TABLE VII 


OccuPATIONAL STATUS OF FOSTER FATHERS 


Day labor to semi-skilled trades 


Skilled trades to profession 
AQ 


Institution Foster home Institution 
No. of No. of No. of 
children % children %o children N 
3 20 10 67 12 80 


lar, any differences in favor of the foster 
home group, are probably not to be ex- 
plained by factors of background or consti- 
tution. The contribution of the true fathers 
to the adjustment of the children cannot be 
evaluated, but the occupational superiority 
of the institution children’s true mothers 
is clear. The greater occupational compe- 
tence of the true mothers of the institution 
children had also been observed in the 
previous study. Again, the reason for the 
superiority in the true mothers of the insti- 
tution children appears to lie in the intake 
process. The more competent and more as- 
sertive mothers whose orientation was in the 
direction of temporary placement were more 
prone to use the institution as a resource for 
care for their children. In contrast, foster 
home care was more likely to be used as a 
service where parental incompetence was 
conspicuous and long time care was indi- 
cated. Further confirmation of this is to be 
found in the fact that in the foster home 
group, three of the true mothers had been 
diagnosed as feebleminded and two as psy- 


Foster home Chi? P 
No. of 
children % 

5 33 6.65 Less than 1% 
whom they had had only casual acquain- 
tance. Nevertheless, where the behavior of 


In all likelihood, it was also true ; 


the child made it advisable, the institution 7 
nurse who was familiar to the child was 


permitted to stay in the examining room 
with it. Similarly, foster parents were per- 
mitted in the examining room where it was 
felt to be advisable for the examination. The 
second testing took place in all cases in a 
typical interviewing office. All children re- 
ceived both their examinations from the 
same examiner, a trained psychologist with 
extensive experience in psychological mea- 
surement. 


TREATMENT OF RESULTS 


Small sample theory(10) was employed 
in determining the variance of the data and 
for evaluating the reliability of differences. 
Averages were computed where the data was 
continuous in nature and where we were 
interested in comparing our groups with the 
normal population. With continuous data, 
the “t” ratio was employed as the basis for 
evaluating the significance of differences. 
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data were best handled as non- 
continuous, we employed the Chi? method 
for testing reliability of statistical associa- 
tion. In the tables presented, P represents 
the percent probability that a divergence as 
large or larger than the one observed could 
have occurred by chance. A P less than 5% 
was accepted to mean that the observed 
divergence between the groups was a reliable 
one. 


Where the 


INTELLIGENCE RESULTS 


Each child received the revised Stanford- 
Binet examination (Form L), the Cattell 
infant intelligence scale, and the Merrill 
Palmer scale of mental tests. The Cattell 
scale was employed because of our expecta- 
tion that the revised Stanford-Binet exami- 


the revised Stanford-Binet examination, the 
Cattell I.Q. was employed in our computa- 
tions. Similarly, where it was not possible 
to obtain a Cattell ceiling (complete failure 
at a given age level), the Stanford-Binet 
I.Q. was employed. However, the I.Q. re- 
sults for each child on Ist and 2nd tests were 
from the same test. 


REVISED STANFORD-BINET (Form L)- 
CATTELL RESULTS 


The mean Stanford-Binet-Cattell 


1.0. 


of the institution children, when first tested , 
in their familiar environment, the institu- 


tion, was 68.10. The mean I.Q. of the foster 
home group when first tested was 96.38. 
The mean I.Q. of the foster home group was 
thus 28.28 1.0. points higher than that of 


TABLE VIII 
MENTAL Test REsutts (REvISED STANFORD-BINET, ForM L CATTELL INFANT SCALES) 
Difference 
Institution Foster home t P 
Insti- Foster 
Mean Std. Mean Std. tution, home, 
1.Q. dev. 1.Q. dev. higher higher 
ae ae 68.10 7.29 96.38 28.79 28.28 3.69 Less than 1% 
Second test .... 75.84 2.80 101.52 10.91 25.68 8.82 Less than 1% 


nation would be too difficult for some of the 
children. Like the revised Stanford-Binet 
test, it is an age scale and permits the im- 
mediate computation of mental age. The 
author(1) proposes the test as a downward 
extension of the revised Stanford-Binet ex- 
amination (Form L), thus permitting a con- 
tinuous scale from infancy to maturity. The 
scale runs from 2 to 36 months. Between 
22 and 30 months, it employs many items 
of the revised Stanford-Binet examination 
(Form L). Cattell found that the split half 
reliability of the Cattell scale at 30 months 
compares favorably with the split half relia- 
bility of the Stanford-Binet scale at 36 
months. The correlation between the Cattell 
scale at 30 months and the revised Stanford- 
Binet examination (Form L) at 36 months 
is higher than between the revised Stanford- 
Binet (examination (Form L) at 36 months 
and at 42 months. We consequently felt 
justified in giving the Cattell scale as a 
downward extension of the revised Stanford- 
Binet examination (Form L). Where it 
was not possible to obtain a 2 year basal on 


the institution group. On retesting after 
seven months in a foster home, the mean 
I.Q. of the institution group rose to 75.84. 
However, the mean I.Q. of the foster home 
group also rose to 101.52. The difference in 
average I.Q. in favor of the foster home 
group was 25.68 I.Q. points. 

The foster home group was thus reliably 


superior to the institution group in both | 


first and second tests. In addition, the aver- 
age performance of the institution group was 
far below normal in both first and second 
testings, while the average performance of 
the foster group was within normal ranges. 
In both groups the mean I.Q. rose on retest- 
ing and the gap between both groups was 
little affected. This rise may have been a 
reflection of: (1) practice effect, (2) in- 
creased environmental stimulation in both 
groups, or (3) statistical regression as a 
result of measurement errors. Inasmuch as 
there is no evidence or likelihood that for 
the seven months preceding the second test, 
the foster home children were suddenly sub-. 
jected to situational changes in the foster 


ry 
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home, it is our impression that the rise in of the institution group was 10.81 higher stitt 
I.Q. in both groups is simply a reflection of than the average Stanford-Binet-Cattell for 
practice effect or typical regression to the 1I.Q. of the same group, and that after six gua, 
mean as a result of error in measurement. months of placement experience, this dis- the 
The change within the institution group is crepancy between tests is reduced to 2 points. the 
7.74 1.Q. points and only 5.14 I.Q. points in The later performance of the institution chil- the 
the foster home group. This difference in dren was apparently best evaluated in the T 
the degree of change of 2.60 I.Q. points may institution through a test which placed sure 
be slight evidence that the change to foster greater stress on the motor, non-language 
homes was affecting the relative intellectual aspects ol behavior. Nevertheless, the sec- 
standing of the institution group. However, ond test series revealed them to be inferior 
it is not possible to interpret such small in both tests relative to the normal popu- 
quantitative differences. In any case, it is _ lation. 
clear that those groups are markedly dis- In contrast, the foster home children 
criminated both before and after placement showed their best performance in both first . 
of the institution children in foster homes and second testings in tests that give verbal “~— 
in results in the Revised Stanford-binet performance a good deal of weight. In fact S 
(Form L)-Cattell series of tests. this tendency became more conspicuous in te 
F 
TABLE IX S 
MENTAL Test RESULTS (MERRILL PALMER SCALE) Ore 
Difference 
Insti- Foster 
Mean Std. Mean Std. tution, home, Tot 
1.Q. dev. 1.Q. dev higher higher F 
First test ........ 78.91 6.30 90.51 8.09 11.60 4.10 Less than 1% S 
Second test ...... 77.84 6.97 89.71 9.68 11.87 3.85 Less than 1% 
MERRILL PALMER SCALE the second series of tests. During the first 
he first Merrill Pal test th i. examination, the mean  Stanford-Binet- 
r test the mea 
in Ros Cattell 1.0. was 5.87 higher than the Merrill 
1.Q. of t eg gh ere Palmer I.Q. and in the second examination, 
roup 
the mean I.(. of the foster home grouy it was 11.81 1.Q. points higher. 
go.51. The mean I.Q. of the foster home i 
was thus 11.60 higher than that of : ing 
the institution group. On retesting, after the 
institution children had been in foster homes Language was evaluated with the Wil- 
guag 
about seven months, the I.Q. of the institu- liams, McFarland, and Little Language 
guag 
tion children was 77.84 and the mean 1.0. Achievement Scale(15). Individual scores 
of the foster home group was 89.71. The are obtained for speech sounds employed 
mean I1.Q. of the foster home group was (no credit for babbling), intelligibility of 
11.87 points higher. speech, and level of language organization. §  ;, 
The average Merrill Palmer performance The total language achievement score is the S Se 
of the foster home group was thus consis- sum of these three scores. Since the age © 
tently superior to that of the institution § standards were so tentative, language scores re 
group. On retesting there was no significant rather than language ages were used in the tio 
change in either group relative to the stand- present computations. ; 18 
ardization group of the test. The average It is definite that when first tested, the 9 ch 
performance of the foster home group was foster home children were superior to the » ob 
within normal ranges while the average per- institution children in the three phases of | of 
formance of the institution group was in- language that were evaluated and in the | ch 
dS 
ferior in terms of normal standards. total language rating. It is equally clear that be 
guag g y 
It is also of interest that during the first the language superiority of the foster home SCC 
test series, the average Merrill Palmer I.0. children was maintained even after the in- 1S 
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stitution children had been in foster families 
for seven months. Indeed, the mean lan- 
guage scores of the institution children in 
the second test series were all inferior to 
the foster home children’s mean scores in 
the first test series. 

The vocabulary of the children was mea- 
sured by the picture vocabulary test of the 


The institution children were inferior in’ 
vocabulary in both first and second tests. | 
Again, it is apparent that even after six 
months in the normal community, the aver- 
age vocabulary of the institution children was 
still inferior to the vocabulary performance 
of the foster home children during the first 
examination. 


TABLE .X 


LANGUAGE TEst Resutts (WILLIAMS, McFarLanp, AND LittLe LANnGuaGE TEsT) 


Difference 
Institution Foster home t P 
— Insti- Foster 
Mean Std. Mean Std. tution, home, 
score dev. score dev. higher higher 
Sounds 
First test 2.20 2.23 4.07 1.58 1.87 2.63 Between 1% and 2% 
Second test ... 3.40 1.56 5.40 1.19 2.00 3.92 Less than 1% 
Intelligibility 
First test .... 3.0 3.15 Be, 1.16 4-75 5-47 Less than 1% 
Second test ... 5.65 3.20 8.86 0.20 3.21 3.87 Less than 1% 
Organization 
First test 8.54 5.52 14.27 2.26 5.73 3.72 Less than 1% 
Second test ... 12.27 4.09 15.54 0.98 3.27 3.03 Less than 1% 
Total score 
First test .... 17.75 9.91 26.12 5.48 8.37 2.87 Less than 1% 
Second test ... 22.34 7.04 29.81 2.20 7.47 3.50 Less than 1% 
TABLE XI 
LANGUAGE TEST Resutts (REVISED STANFORD-BINET PICTURE VOCABULARY TEST) 
Difference 
Institution Foster home t P 
Insti- Foster 
Mean Std. Mean Std. tution, home, 
score dev. score dev. higher higher 
ere 1.27 2.25 8.60 5.27 7.33 2.59 Between 1% and 2% 
Second test ...... 5.87 5.27 12.87 3.93 7.00 4.12 Less than 1% 
TABLE XII 


LANGUAGE TEST RESULTS—COMPLETE FAILURE IN PICTURE VOCABULARY TEST 


Institution 


No. of “No. of 

children % children 
Second test ....... 4 27 oO 


revised Stanford-Binet intelligence examina- 
tion (Form L)(14). This test consists of 
18 pictures of common objects which the 
children are asked to identify. Most of the 
objects are within the range of experience 
of the institution as well as the foster home 
children; for example, shoe, clock, chair, 
bed, scissors, table, hand, tree, cup, etc. The 
score is the number of objects that the child 
is able to identify. 


Foster home 


Chi? P 


12.85 
4.62 


Less than 1% 
Between 2% and 5% 


The extent of language retardation in thé 
institution group is further clarified by the 
comparative number of children in institu- 
tion and foster home groups who failed the 
picture vocabulary test completely and re- 
ceived zero scores. In the first test a ma- 
jority of the institution children (60%) 
could not identify even one object. Fewer 
of the institution children demonstrated com- 
plete failure after the experimental place- 
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ment experience, but there were still more 
complete failures in the institution group 
than in the foster home group. If it is re- 
called that some of the objects were very 
much within the range of the institution 
children’s experience, then the explanation 
for the language delay appears to reside in 
the limited amount of language communica- 
tion between the institution children and 
adults who would be in a position to supply 
the appropriate names. In addition, the fact 
that four of the institution children were 
still unable to name any of the picture ob- 
jects even after nine months’ growth and a 
seven months’ period in a foster home, where 


SocrAL MATURITY 


The institution in which the institution J 


children had resided had always been proud 
of the independence which the children dis- 
played. We were interested in answering 
the following questions: (1) Are there dif- 
ferences in the degree to which the institu- 
tion and foster home children looked after 


themselves? (2) What occurs after the in- J 


stitution children are placed in foster homes? § 


¥ 


It should be noted that the stress on inde- | 
pendence and self help was definite in the | 


institution but not so definite in the foster 
home. It is my subjective impression that 


TABLE XIII 
Motor CoorDINATION RESULTS (McCCASKILL-WELLMAN TESTS) 
Difference 
Institution Foster home (eH t P 
e Insti- Foster 
Mean Std. Mean Std. tution, home, 
score dev. score dev. higher higher 
First test ..... 8.27 2.98 8.67 3.28 0.40 0.35 Between 70% and 80% 
Second test ... 11.74 3.48 12.01 4.97 0.27 0.15 Between 80% and 90% 
TABLE XIV 
VINELAND SocrtAL Maturity SCALE RESULTS 
Difference 
Institution Foster home t P 
A r Insti- Foster 
Mean Std. Mean Std. tution, home, 
S.Q. dev. S.Q. dev. higher higher 
First test .... 100.52 17.18 103.32 11.64 2.80 0.52 Between 60% and 70% 
Second test .. 87.08 11.84 109.32 22.39 21.34 3.25 Less than 1% 


the isolation factor no longer prevailed, is 
probably expressive of the passivity and re- 
lated learning deficiency in the institution 
children. 


Moror CoorDINATION 


Motor coordination was evaluated through 
the McCaskill-Wellman motor coordination 
test(12). Only the following test items, 
however, were employed: ascending long 
steps, descending long steps, jumping from 
an 8” height, jumping from a 12” height, 
hopping and skipping. The child’s score was 
the sum of his scores in each of the above 
items. 

In both first and second tests, the institu- 
tion and foster home children were undis- 
criminated in gross motor coordination as 
measured by the items noted above. 


the foster parents received satisfaction from 
the growing maturation of their wards but 
did not put equal stress on the development 
of competence and self care. 

The Vineland social maturity scale was 
employed to evaluate this aspect of devel- 
opment. Where the children were in foster 
homes, the foster mothers were the in- 
formants. During the first examination of 
the institution group, the nurse who was 
most familiar with the child was used as 
informant. 

On first examination, there was no ob- 
servable difference between institution and 
foster home groups. The mean social quo- 
tients of both groups tended to be within 
normal ranges. On second examination, 
after the institution children had had seven 
months of placement experience, the mean 
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social quotient of the institution children 
dropped and the mean social quotient of the 
foster home children rose. At this point 
there was a difference between the two 
groups. The foster home children were now 
clearly superior to the institution group in 
social maturity. In addition, the institution 
group became inferior to the normal or 
standardization population while the foster 
home group remained within the average 
ranges. (This change will be interpreted 
later on.) 


BEHAVIOR RATINGS 


The children were rated in their reactions 
to the examiner and to the test materials. 
The trait descriptions and their ratings were 
derived from similar scales in the California 
behavior inventory(2). Each of the two 
traits was rated on a seven point scale in 
which score I meant that a child was ex- 
tremely high in the trait. Score 7 meant 
that the child was extremely low in the 
trait and a score of 4 meant that the child 
was average for his age in the trait. The 
trait descriptions and appropriate ratings 
follow: 


A. Reaction to examiner (friendliness). 

Score 1. Open friendliness; quick to make 
clearly friendly approaches; shows a prompt 
willingness to become friendly. 

Score 4. Average. Friendliness depends on 
mood; presence of mother (or nurse) ; the ap- 
proaches of the adult, etc. 

Score 7. Stands off; is either uninterested, or 
suspicious, antagonistic, bashful, etc. 

B. Reaction to tests (interest, curiosity). 

Score 1. Child is keenly curious and in- 
terested. Asks many questions about things. 
(Questions are prompted by genuine curiosity 
which is not to be confused with bids for at- 
tention.) Explores; investigates; tries things 
out, etc. 

Score 4.. Average child. Shows moderate 
curiosity and interest; occasionally asks ques- 
tions regarding the new materials, but does not 
exhibit curiosity regarding the old. 

Score 7. Child conspicuously lacking in curi- 
osity; fails to ask questions, investigate, ex- 
plore, try things out or otherwise show interest 
in the strange. 


In evaluating the results a rating between 
I and 4 was regarded as favorable, and a 
rating of 5 to 7 unfavorable. In addition, 
the low ratings were regarded as more posi- 
tive or favorable. 


In the first test, more of the foster home 
children demonstrated what we have desig- 
nated as favorable reaction to the examiner. 
A similar tendency was evident in the first 
test in regard to reactions to the test ma- 
terials though the results were not reliable. 
However, after the institution child had had 
six months of foster home experience, no 
differences were observed with regard to 
friendliness to the examiner or curiosity or 
interest in new materials. 

A comparison of the first and second rat- 
ings of each child indicate that fewer of the 
foster home children showed change in rat- 
ing from first to second test in either of the 
two qualities rated. In addition more of the 
institution children showed more favorable, 
more friendly reaction to the examiner dur- * 
ing the second examination than they did 
during the first examination. We may infer 
that there was greater continuity or stability 
of behavior among the foster home children 
from first to second test. 


RorscHACH EXAMINATION 


The Rorschach examination was adminis- 
tered to each of the children. Present results 
tend to confirm Klopfer and Margolies’ ob- 
servations of the reactions of pre-school chil- 
dren to the Rorschach examination and the 
sequence of reactions as a function of growth 
(9). However, several additional categories 
of response had to be employed in the pres- 
ent study. 

The institution and foster home groups 
were compared in regard to the following 
categories of Rorschach response: 


A. No response at all, no verbal response, no 
visible interest in the pictures. 

B. Babbling response, incomprehensible. 

C. Complete rejection, usually with statement “I 
don’t know” or verbal or gestural indication of un- 
willingness to respond, such as shaking of the head, 
or “No,” or “I don’t know.” 

D. Perservative repetition of same response 
through all ten cards. 

E. Perseveration to at least four cards reacted 
to as a whole but individual attention to some of the 
cards. 

F. At least seven of the ten cards received suf- 
ficiently individual attention to produce a variety 
of responses. 


The distribution of institution and foster 
home children in these categories of Ror- 
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schach response are presented in Table 
XVII. If we designate categories C, D, E, 
F as adaptive responses to the special prob- 
lem in perceptual adjustment posed by the 
Rorschach examination and Categories A, 
B as pre-adaptive responses, then the two 
groups were clearly differentiated. (Table 


XVIII.) Both before and after placement, 
the institution children showed the more 
“AB 
TEST 
Range 1-4 
Institution Foster home Instit 
No. No. i 
of f ot 
chil- chil- chil 
Tract dren % dren % dren 
1. Reaction to 
examiner : 
First test ...... 8 53 13 87 7 
Second test .... 13 87 13 87 2 
2. Reaction to 
test materials: 
First test ...... 7 47 I2 3 8 
Second test .... II 73 14 93 4 
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include it among the adaptive responses. Its 
occurrence among three of the foster home 
children during the first test and among 
none of the institution children is of interest 
since this would appear to jibe with experi- 


ence regarding the growth of negativism as’ 


a normal manifestation among children about 
the age of 3. However, even if we exclude 


from consideration this particular category 
LE X\ 
BEHAVIOR 
Range 5-7 
ion Foster h yme Chi? y 
— 
No 
ot 
chil 
% lren 
47 2 13 3.07 Between 2% and 5% 
13 2 13 0.00 100% 
33 3 20 3.57 Between 5% and 10% 
27 I 4 2.16 Between 10% and 20% 


TABLE XVI 


Test BEHAVIOR—CHANGES OF RATINGS IN SECOND EXAMINATION 


Institution 


‘No 
of 
chil- 
dren 
1. Reaction to examiner : 
First rating more positive...... 4 20 
Second rating more positive.... 11 73 
2. Reaction to tést materials: 
First rating more positive...... 5 33 
Second rating more positive.... © 60 


primitive, pre-adaptive type of response to 
the ink blot. If we eliminate from our con- 
sideration those children who babbled in re- 
sponse to the cards, on the assumption that 
the absence of language was operating, there 
were still clear differences between groups. 
Only in the institution group were there 
children who showed no response at all to 
the Rorschach cards in both first and second 
tests. 

We would regard the refusal to respond 
(Category C) as an active mode of adapta- 
tion to a problem. We would consequently 


Foster home Chi? P 

chil 

dren 
4 27 0.19 Between 50% and 70% 
4 27 0.47 Less than 1% 
7 47 6.14 3etween 1% and 2% 
3 20 0.68 Between 30% and 50% 
6 40 1.20 Between 20% and 30% 
6 40 4.66 Between 2% and 5% 


of response, fewer of the institution children 


showed recognizable adaptation to the ink § 


blots. 

The greater language deficiency among 
the institution children no doubt affected 
the Rorschach results. We would be over 
simplifying the problem, however, if we at- 
tempted to explain the divergence between 
the two groups in Rorschach reaction merely 
on the basis of language difference. The 
institution children were more prone not to 
respond at all and there was less visible 
response to pictures as such. The configura- 
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tional impression left with the observer was 
that of greater paucity or emptiness of reac- 
tion in the institution group. 

The children’s reactions to the second 
Rorschach test, when there was observable 
language growth among the institution chil- 


the number of children in each group who 
demonstrated the more imaginative, more 
interpretative Rorschach patterns E or F. 
Again, there were more foster home children 
who showed this superior type of adaptive 
response to the Rorschach situation. 


TABLE XVII 


RorscHACH DATA 


First test 


Second test 


Institution Foster home ‘Institution Foster home 
Rorschach No. of No. of No. of No. of 
category children % children % children % children % 
SP re aa 3 20 I 7 I 7 
ee ree 2 13 3 20 4 27 I 7 
2 13 8 53 4 27 II 73 
I 7 I 7 2 13 
TABLE. XVIII 
RorscHAcH DATA 
First test Second test 
Institution Foster home Chi? P Institution Foster home Chi? 4 
No. No. No. No. 
of of of of 
Response chil- chil- chil- chil- 
pattern dren. % dren % dren % dren % 
Pre-adaptive 
Categories 
A and B.. 11 74 0 o 17.37 Lessthan1% _— o 0 6.00 Between 1% 
and 2% 
Category A.. 7 47 9.13. Less than 1% 4 27 o 4.62 Between 2% 
and 5% 
Adaptive 
Categories 
C,D,E,F. 4 26 15 100 17.37. XLessthani% 10 67 15 +100 600 Between 1% 
and 2% 
Categories 
80 9.13 Lessthan1% 9 60 14 93 462 Between 2% 
and 5% 
TABLE XIX 
Rorscuacnw Data (Seconp Test) oF CHILDREN WITH ScorE 3 OR More ON SEcoND PICTURE 


VOCABULARY TEST 


Institution 


No. of 
children Yo c 


Response categories E or F...... 5 50 


dren, were analyzed as follows: The chil- 
dren in both groups who had obtained vo- 
cabulary ratings of three or more in the 
Picture Vocabulary test were selected for 
comparison. This included ten institution 
children and fourteen foster home children. 
These children were compared in regard to 


Foster home Chi? P 
No. of 
hildren % 
13 93 5.71 Between 1% and 2% 


The group divergence in Rorschach reac- 
tion probably reflected a complex of differ- 
ences including difference in language, gross 
intellectual level, perceptual level, level of 
concept formation, social maturity and emo- 
tional maturity. It is hypothesized that even 
after seven months of placement, the institu- 
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tion children were not only inferior to foster 
home children in the factors of language 
and general intellect but also in the fol- 
lowing : 

1. Degree of contact with or relatedness to the 
external world. 

2. The strength of will ta meet and reorganize 
the external world of experience. 

3. The richness and maturational level of per- 
sonality as expressed in imaginative and con- 
ceptual competence and even in the more primitive 
levels of perceptual reaction. 


SUMMARY AND IMPLICATIONS 


This study stemmed from an interest in 
the broad problem of psychological depriva- 
tion of infants and a practical interest in the 
related problem of institutional deprivation 
as such. Fifteen institution children who 
had been in the institution since early in- 
fancy and who at about 3 years of age were 
at the point of being placed in foster homes, 
were studied. They were equated with a 
group of children with continuous foster 
home experience of age, sex, age when sub- 
stitute care was initiated and length of de- 
pendency. The major divergence between 
the two groups was in maternal background. 
The occupational status of the true mothers 
of the institution children tended to be su- 
perior to the occupational status of the true 
mothers of the foster home children. 

All of the children were given a series of 
tests of intellect, language, motor coordina- 
tion, social maturity and personality. Test 
reactions were also recorded and rated. Data 
on the children were first gathered when the 
institution children were still in the institu- 
tion and then again after the institution chil- 
dren had been in foster homes for seven 
months. 

In the first series of tests, the institution 
children were inferior to the foster home 
children in intellectual performance in ac- 
tivities with requirements for both verbal 
and non-verbal reaction, in vocabulary and 
in language. The mean intelligence test re- 
sults of the institution children were inferior 
in terms of a normal group while the mean 
intelligence test results of the foster home 
group were within the average ranges. The 
institution children also tended to be more 
removed in their overt reaction to the ex- 
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aminer and to the test material. The Ror- 
schach results tended to confirm their gen- 
eral immaturity in all aspects of psychologi- 
cal development in comparison to the foster 
home children. There were no differences in 
social maturity or in motor coordination. 
The social maturity of both groups was av- 
erage. In no area were the institution chil- 
dren superior to the foster home children. 

After the institution children had had 
seven months of placement experience, the 
foster home children were still clearly su- 
perior in intellectual performance and in 
language performance. Again the average 
intelligence test results of the institution 
children were below normal while the aver- 
age intelligence test results of the foster 
home children were within the normal 
ranges. The equivalence in motor coordina- 
tion was maintained. The principal changes 
occurred in the children’s overt reaction to 
the examiner and test materials and in the 
area of social competence. The institution 
children were no longer differentiated from 
the foster home children in such qualities as 
friendliness to strange adults, and curiosity 
and interest in material objects. A startling 
shift did occur in regard to the social ma- 
turitity or social competence of the children. 
Relative to their age group, the institution 
children dropped in social maturity following 
the foster home experience, while the foster 
home children rose in social maturity. Now 
the two groups were clearly differentiated 
with the foster home children superior to 
the institution children. The institution chil- 
dren were now below average in social 
maturity while the foster home children’s 
social competence was still within normal 
ranges. Finally, the Rorschach examination 
continued to confirm the relative immaturity 
of the institution children in general psy- 
chological organization. 

These results are in line with the previous 
comparisons of institution and foster home 
children similar in experimental formula- 
tion to the present one(3, 5). The inferior 
intellectual performance of the institution 
children as compared to the foster home chil- 
dren had been observed in studies involving 
equated groups of institution and foster 
home children at the following age: 20 pairs 
of children at mean age 6 years, 9 months, 
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20 pairs of children at mean age 8 years and 
5 months, and 15 pairs of children at mean 
age 12 years and 2 months. The most care- 
fully controlled study involving direct ob- 
servation and rather elaborate experimenta- 
tion was the adolescent investigation. The 
consistent divergence in mental test results 
of institution and foster home children as 
observed in this investigation was also pres- 
ent in the adolescent group study. There 
should, of course, be continued periodic 
study of the babies involved in the present 
study. However, the present study’s finding 
that the institution child’s initial experience 
in placement did not diminish the gap in 
mental performance between institution child 
and foster home child, in addition to the 
previous finding of a similar divergence in 
adolescent groups with years of community 
experience, would tend to strengthen the 
hypothesis that extreme psychological depri- 
vation in infancy produces a lag in mental 
growth whch is maintained even under new 
conditions of enriched stimulation. 

The language deficiency of the institution 
children is a specific factor retarding them. 
The continued presence of the language 
handicap six months after placement (pres- 
ent study), four and half years after place- 
ment(3) and eight and a half years after 
placement(5) gives further evidence of the 
imperviousness of the children’s personali- 
ties to environmental stimulation—an im- 
perviousness which is explained by the pas- 
sivity and apathy of total personality in the 
institution child. This apathy was experi- 
mentally demonstrated in the adolescent 
group but probably was also reflected in 
the Rorschach reactions of the institution 
babies in this study. The institution children 
do develop a capacity for acceptable social 
response in casual relationships (present 
study as well as 5). This only represents 
a capacity for superficial relationship, how- 
ever. Apathy reflects itself in the nature of 
the child’s personal relationships, his re- 
sponse to obstruction or failure, to separa- 
tion, to limitation, and in his will to meet 
experience actively so as to manipulate his 
environment as well as to be impelled by it. 


Finally, the bulk of evidence points to gen-\, 


eralized retardation and impoverishment in 


all aspects of personality—even in perceptual 
reaction. 

It is a matter of some interpretative sig- 
nificance, that after six months in foster 
homes, the institution children become so- 
cially less competent than the foster home 
children in this study and less competent 
than the average child their age. This re- 
gression on the part of the institution chil- 
dren would seem in part to point to the 
trauma of separation from the familiar en- 
vironment of the institution. However, 
placement experience would indicate that 
the social regression which accompanies the 
separation and replacement experience of 
most foster home children is ordinarily ob- 
served for a brief period following replace- 
ment. Marked regression is not likely to 
continue for as long as six months unless the 
placement experience is highly unsatisfactory 
for the child. In addition, the adolescent 
study(5) pointed to retardation in social 
maturity in an adolescent group of institu- 

‘tion children. The more likely explanation 
for the phenomena is that the average social 
competence of the institutional children in 
the institution was determined and main- 
tained by the external control of institu- 
tional routine. When this external control 
was removed by placement in foster homes 
and when the institution children were 
forced to rely on their own inner will to 
care for themselves, the thin shell of social 
maturity collapsed. The children lacked the 
drive to grow that is derived in most chil- 
dren from their early identifications. There 
is the additional fact that the institution chil- 
dren become more dependent and excessively 
.demaniing of affection as a result of early 
deprivation and in response to the warmth 
of a family setting—a warmth which they are 
psychologically unprepared to assimilate nor- 
mally. 

The question may be logically asked as 
to whether the impoverished and apathetic 
responses of the institution children while 
in foster homes might be related to the shock 
of change to the startlingly new world of 
the foster home. Present results would indi- 
cate that the apathy was already in existence 
in the institution. It reflected itself in the 
overt response of the institution children to 


a new adult, the psychological examiner, 
and to new things, the test materials. It also 
was manifested in the tendency to meagre- 
ness or even absence of response to the 
world of reality as exemplified in the Ror- 
schach examination. It is consequently prob- 
able that the apathy observed in institution 
children in adolescence was in adaptive re- 
sponse to their total life experience, but the 
adaptive response finally selected by them 
was a repetition of their babyhood pattern 
of behavior in the institution. 

There is cumulative evidence that an ex- 
tensive period of deprivation of babies in an 
infant institution is profoundly detrimental 
to their psychological growth. There is also 
evidence that the pernicious effects of the 
early experience persist even in the face of 
careful placement in selected foster homes, 
casework supervision and, in some cases, 
psychiatric treatment. The extreme depri- 
vation experience of the institution children 
has apparently resulted in a quasi-constitu- 
tional fixation on the most primitive levels 
of conceptual and emotional behavior. 

These conclusions should be related to 
previous experimental consideration of the 
effects of environmental stimulation on chil- 
dren’s growth. In the main, the studies have 
concentrated on the effects of schooling, 
socio-economic status, and foster home status 
on children’s test I1.Q. as derived from typi- 
cal tests of intelligence. In their extreme 
concern with the intelligence test product, 
the experimenters have tended to avoid con- 
sideration of personality and motivational 
factors, and-both factors in relation to the 
intelligent act. In part at least, this may 
explain the confusions that typify the nature- 
nurture controversy raging in che field of 
intelligence psychology. The experimental 
studies of institutional deprivation in infancy 
confirm conspicuous lack of development in 
emotional organization, social relationship 
and the ability to conceptualize in the insti- 
tution children. In addition, the generalized 
passivity of personality is so dominant that 
the child is no longer in a position to assimi- 
late new sources of stimulation and new 
relationships as these may be found in the 
personal and material worlds. Paucity of 
emotional and intellectual reactions is conse- 
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quently characteristically maintained. Under 
such circumstances, it seems unlikely that 12. 


marked improvement in personality and in-§ wend 
tellect can result from the introduction off ,, 


a relatively superficial experience, such and 
the nursery school, in which, for example, stimu 
the key problem of adequate parental identi-) Chil« 
fications is not met. In the Skeels, Upde- 
graff, Wellman and Williams. study of or- 
phanage children of pre-school age(13), the 
major effect of the nursery school was that 

the intelligence test level of the children who 
attended the school was maintained. It is 
patent that we will have to discover the basis 

for the formation of normal identifications 

and normal expression of will in the institu- 

tion children, or they will not be in a posi- 

tion to assimilate new experiences in such a 

way as to improve in emotional status and, 
similarly, in intellectual status. 
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CLINICAL AND ELECTROENCEPHALOGRAPHIC STUDIES OF 


CHANGES OF CEREBRAL FUNCTION ASSOCIATED 
WITH VARIATIONS IN THE BLOOD SUGAR * 
HANS STRAUSS anp I. S. WECHSLER, New York 


While the dramatic neuropsychiatric 
symptoms associated with induced or spon- 
taneous hypoglycemia have long been known, 
electroencephalographic 
only recently come to be recognized. Elec- 
troencephalography now provides a method 
for obtaining direct information as to dis- 
turbances of cerebral function resulting from 
hypoglycemia. Several excellent studies(1, 
6, 7, 12) have recorded the changes which 
occur with variations in blood sugar levels. 

Aside from the convulsive and other shock 
symptoms which are so characteristic of 
marked hypoglycemia, there are lesser hypo- 
glycemic states whose symptomatology is 
uncharacteristic. The latter may consist of 
fatigue, headache, dizziness, irritability, rest- 
lessness, and a host of minor neuropsychia- 
tric manifestations, many of which are 
grouped under the psychoneuroses. Since 
hypoglycemic reactions develop in various in- 
dividuals at different blood sugar levels(5, 
14), the presence of a borderline blood sugar 
value neither proves nor disproves a causal 
relation between the neuropsychiatric symp- 
toms and the alteration in the blood sugar 
level in any given case. In such cases electro- 
encephalography may be used to demonstrate 
whether or not a correlation exists. This 
paper deals with observations on this point. 
Before describing them we should like to 
record briefly the symptoms of two fully 
developed cases of spontaneous hypoglycemia 
and the typical EEGs associated with the 
variations in the blood sugar levels.* 


correlations have 


Case 1.—D. K., a woman of 28, was first seen 
on December 1, 1942. She had been perfectly well 
until the morning of September 15, 1942, when on 
awakening she felt weak, empty, dizzy, nauseated 


1 Read at the Centenary Meeting of The Ameri- 
can Psychiatric Association, Philadelphia, Pa., May 
15-18, 1944. 

From the Neurological Service of The Mount 
Sinai Hospital, New York City. 

2 These cases have been reported at great length 
in a special publication by Wechsler and Garlock 
(13). 
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and sleepy. She stared and mumbled. She recovered 
in two hours after eating food. A similar incident 
occurred about a month later, a third within another 
month, then four in rapid succession on November § 
21, 26, 28 and 30. They all occurred in the morn- 


ing, all were terminated by eating, she was irra- 

tional in all and, though seemingly conscious, re- 

tained no memory of what transpired during the 

spells. Based upon the history she was referred § 
to the hospital with the tentative diagnosis of 

hypoglycemia, possibly on the basis of adenoma of 

the pancreas. 


Examination at the hospital immediately estab- 
lished the diagnosis of hypoglycemia. All other 
clinical and laboratory tests, including salt toler- J 
ance and liver function studies, gave normal or 


1 
negative resuits. 


Fasting blood sugar values were: 


Mgm. 
percent 
Electroencephalographic Studies (Fig. 1).—An 


EEG was taken with the patient fasting on De- 
cember 3 at 11.30 a. m. It showed a large amount 
of 6 per second activity and runs of high voltage 
activity with a frequency close to 4 per second. 
The slow waves disappeared entirely five minutes 
after intravenous injection of 30 cc. of a 50 percent 
glucose solution. So did all the symptoms of the 
hypoglycemia. After some delay, the diagnosis of 
adenoma of the islands of Langerhans was made 
and the patient was operated on January 6, by 
Dr. John H. Garlock. At operation a tumor was 
found near the tail of the pancreas. It was excised, 
and the patient made practically an uneventful 
recovery. Postoperative EEGs were consistently 
normal, even on hyperventilation. 


The postoperative blood sugar values are as ™ 


follows: 


Mgm. 

percent 


She was discharged symptom free and has re- 
mained so to-date. 
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Worthy of comment is the fact that the 
IEG was consistently abnormal before oper- 
ation even when the symptoms were minor 
in character, that it became temporarily nor- 
mal on the administration of sugar, and that 
it remained normal after the removal of the 
adenoma. Though not relevant to the present 
discussion we wish to stress what we regard 


was told that he had generalized convulsions. While 
in a state of shock his blood sugar was 20 mgm. 
percent. On the administration of adrenalin and 
intravenous glucose he regained consciousness. 
Fasting blood sugar values were found to be as 
low as 20 and 25 mgm. percent, and incipient shock 
always appeared when the level fell below 40. 
Electroencephalographic Studies (Fig. 1)—On 
Oct. 17, an EEG, taken with the patient fasting, 
showed numerous bursts of 6 per second activity 


Fic. 1.—Electroencephalograms in 2 
with fronto-occipital .leads. 
Records 1-3, Case 1. Records 4-7, Case 2. 


cases of spontaneous hypoglycemia. All the records are taken 
Calibration equals 100 microvolts. 


Record 1.—Fasting: the record shows numerous potentials with frequencies of 6 per second and 
runs of high voltage activity with a frequency of close to 4 per second. 
Record 2—After injection of 30 cc. 50 percent glucose solution intravenously; the high voltage 


slow potentials have disappeared. 
Record 3—Fasting: 


19 days after operation. Normal record. 


Record 4—Fasting: runs of 6 per second activity. 


Record 5.—Fasting: after hyperventilation. 
cies between 2 and 3 per second. 


Continuous high voltage, slow activity with frequen- 


Record 6—After injection of 50 cc. 50 percent glucose solution intravenously: the slow poten- 


tials have disappeared. 


Record 7.—Hyperventilation after the injection of 50 cc. 50 percent glucose solution intravenously. 


No slow activity appears. 


as a diagnostic point in pancreatic adenoma, 
namely, the presence of a diabetic curve in 
the sugar tolerance test(13). 


Case 2—L. M., white, male of 36 was admitted 
to the hospital on October 15, 1942. His symptoms 
began in June 1941. At first they consisted of 
weakness and a “blackout.” He noticed that they 
occurred when he was hungry and he could pre- 
vent them by eating, particularly chocolate. It 
was learned that he lost consciousness on several 
occasions, once for as long as 20 hours, and he 


with a voltage of 150 microvolts and a duration 
as long as 3 seconds. Hyperventilation after 20 
seconds resulted in continuous 2 to 3 per second 
activity with a voltage of 150 microvolts. After 
2 minutes the patient stopped hyperventilating and 
became unconscious. His record remained the same 
until he was given 50 cc. of 50 percent glucose 
solution. Immediately following the injection the 
delta activity disappeared completely. 15 minutes 
later the patient was again hyperventilated and no 
delta activity appeared. 

Despite contradictory findings the diagnosis of 
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pancreatic adenoma was made and the patient was 
operated upon. No tumor was found. He con- 
tinued to have the hypoglycemia and the EEG re- 
mained abnormal. 

A third case with hypoglycemia previously de- 
scribed(2) was observed on the neurological service 
of the Mount Sinai Hospital and electroencephalo- 
graphic studies were carried out. Here, too, definite 
correlations were found between the sugar levels 
and the EEG records. 


It is a fact that some cases of hypoglycemia 
are first regarded as psychoneurotic. This 
is not surprising in view of the rather vague 
symptoms which characterize moderately low 
blood sugar levels. Our observations of 
cases with definite hypoglycemia and certain 
results obtained in the course of routine 
electroencephalography led us to inquire 
whether other cases with “psychoneurotic” 
symptomatology might not also show some 
correlation between the blood sugar level and 
nervous symptoms. 

The Influence of the Blood Sugar Level 
on the Effect of Hyperventilation.—In taking 
EEGs on fasting subjects, it was found that 
some subjects who did not show spontaneous 
delta activity developed it during two min- 
utes of hyperventilation. To induce hyper- 
ventilation the patients were made to breathe 
as deeply as possible at the rate of 30 respira- 
tions per minute. We considered as delta 
waves potentials with a frequency of 6 or 
less per second and a voltage higher than 
that of the alpha waves in the corresponding 
lead. 

Blood sugar determinations were made on 
111 patients who did not show spontaneous 
delta activity in the fasting state and in 
whom, if delta activity appeared on hyper- 
ventilation, it disappeared after they had 
been given glucose. Eighty-four, or about 
76 percent of the 111 cases, did not develop 
delta activity; 27, or about 24 percent did. 
The lowest fasting blood sugar recorded was 
50, the highest 150. No significant difference 
in blood sugar values was present between 
the two groups except for the fact that no 
values higher than 105 occurred in cases 
developing delta activity. This indicates that 
higher blood sugar values prevent the devel- 
opment of slow activity on hyperventilation 
(3, 8). 

There is a group with medium blood sugar 
values between 60 and 105 in which other 
factors besides the blood sugar itself must 


determine whether delta activity appears on 
hyperventilation or not. We know that age 
is one factor(&). Another factor is the clin- 
ical diagnosis. Table I shows that only very 
few cases beyond the age of 30 develop delta 
activity on hyperventilation as long as they 
do not suffer from epilepsy or psychoneuro- 
sis. The number of the cases with epilepsy 
obviously is too small to warrant any con- 
clusions, but they are included because they 
happened to occur in the 111 cases studied. 
While only 7 percent of the cases with or- 
ganic cerebral disease and only 6 percent 
of cases with no neuropsychiatric condition 
developed delta activity in this age group, 
delta activity appeared in 4 cases, which is 


TABLE I 
6-30 years 31-65 years 
No Delta No Delta 
delta activity delta activity 
No organic brain 
disease or psychi- 
atric disorder 10 7 35 2 


Organic brain dis- 


7 8 14 I 
(47) (53) (93) (7) 
Psychoneurosis ... 4 2 12 4 
(67) (33) (75) (25) 
Sl I 2 I I 
(33) (67) (50) (50) 
Age, diagnosis and appearance of delta activity after 


hyperventilation in 111 cases with blood sugar determina- 
tions. Numbers without brackets are absolute numbers. 
Numbers in brackets indicate what percent of the cases 
within a certain diagnostic and age group did or did not 
develop delta activity. 


25 percent of the number diagnosed as psy- 
choneurosis. These 4 cases showed blood 
sugar values of 75, 80, 80 and 95 mgm. per- 
cent. 

A Particular Group of Psychoneurotics.— 
These patients were depressed without show- 
ing the specific symptoms or a history of 
manic-depressive disease. All had vague 
complaints, such as dizziness, headache, pal- 
pitation and irregular bowel movements. 
After a careful neuropsychiatric and general 
work-up they were diagnosed as psycho- 
neurotics. The electroencephalographic stud- 
ies showed, however, that these patients had 
a disturbance of cerebral function related to 
the blood sugar. The cerebral activity, as 
controlled by the EEG, became definitely 
affected by hyperventilation while the blood 
sugar was within normal range. It became 
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stable during hyperventilation after a further 
increase in the blood sugar level. One of 
the patients diagnosed as psychoneurotic 
stated that she felt much better after inges- 
tion of carbohydrates. 

“Morning Nervousness.”’—The interrela- 
tions between the blood sugar level, the EEG 
and nervous complaints in “psychoneurotics” 
raised the question whether similar studies of 
“morning nervousness” displayed by many 
subjects might not furnish some insight into 
the condition. To get some information on 
this point, 66 patients who had EEGs taken 
in the fasting state were asked the following 
questions relating to their condition in the 
early morning: (1) Would you rather sleep 
than get up? (2) Do you feel unrested? (3) 
Tired? (4) Dizzy? (5) Weak? (6) Irri- 
table? (7) Hungry? (8) Do you dislike to 
talk? (9) To be talked to? (10) To work 
before breakfast? (11) Do you need time 
to get started in your work? 

Excepting dizziness all complaints were 
present in a higher percentage of patients 
who developed delta activity than in those 
who did not. A higher percentage of the 
subjects between 15 and 30 years of age 
showed morning nervousness than between 
31 and 65.* Our patients were also asked 
whether they felt best in the morning, at 
noon time or in the evening. The answers 
showed a rather even distribution of the 
cases without delta activity. Those with delta 
activity on hyperventilation in the fasting 
state show a higher percentage feeling better 
in the evening than at other times. 

The EEG During Blood Sugar Tolerance 
Tests —Blood sugar tolerance tests were 
made in a number of patients who developed 
delta activity in the fasting state. When the 
blood sugar rose, the time of hyperventilation 
necessary to induce delta activity (“induction 
time”) became longer until, with high blood 
sugar values, no delta activity was elicited by 
two minutes of hyperventilation. There 
was, as a rule, good parallelism between the 
curves presenting the blood sugar and the 
induction time. However, rare cases were 
observed in which there was a dissociation 
between these curves, the induction time ris- 
ing while the blood sugar was falling. 

8 The table showing the exact numbers is omitted 
for brevity. 


COMMENT 


Although many cases of adenoma of the 
pancreas have been studied since Seale Harris 
first described hyperinsulinism(4), we re- 
ported two new cases to correlate the abnor- 
malities of the EEG with the hypoglycemic 
state. The abnormalities could be demon- 
strated in one of the patients at a time when 
he did not present evidence of an organic 
mental syndrome but merely a mental picture 
generally regarded as neurotic. There was 
no doubt that the mental picture in this case 
was caused by the fall in the level of the 
blood sugar. This must be stressed in view 
of reports (Portis(g), Rennie(10)) sug- 
gesting that in some cases the low blood 
sugar values are the result of emotional dis- 
turbances and not their cause. While the 
theoretical possibility of a lowering of the 
blood sugar level by emotional factors can- 
not be denied, the development of nervous 
symptoms secondary to hypoglycemia is a 
well established fact. 

Subjective symptoms of hypoglycemia de- 
velop in different subjects at different blood 
sugar levels. Wiechmann(14) reported that 
some patients develop them at a blood sugar 
of 80-g0 mgm. percent while others have no 
complaints when the blood sugar is as low 
as 50 mgm. percent, and according to Hart 
(5) even 28 mgm. percent. This proves 
that a blood sugar value between 50 and go 
does not in itself indicate whether certain 
nervous symptoms are due to a lowering of 
the blood sugar in the specific patient. Here 
the EEG becomes a valuable aid. 

The relationship of the EEG to a decrease 
of the blood sugar has been repeatedly dem- 
onstrated(1, 2, 6, 7). If an abnormal EEG 
can be demonstrated in a patient with ner- 
vous symptoms and if the symptoms and the 
electroencephalographic abnormality disap- 
pear after a rise in the blood sugar, the con- 
clusion is justified that we are dealing with 
a cerebral reaction to a blood sugar level 
which is too low for this patient. It remains 
an open question why some patients develop 
a cerebral reaction at higher and others at 
lower sugar levels. The answer to this im- 
portant problem will have to be furnished 
by research on the carbohydrate metabolism 
of the brain. Delta activity appearing after 
hyperventilation is also influenced by the 


(6) 
I 
(7) 
4 
(25) 
I 
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blood sugar level, higher values inhibiting 
its appearance. This was shown by Rubin 
(12) ina case of schizophrenia, by Liberson 
and Strauss(8) and by Feinsinger, Drazier 
and Schwab(3) in a larger series. Of the 
11r cases in which blood sugar determina- 
tions were made 27 showed delta activity 
after hyperventilation in the fasting state and 
no delta activity after the blood sugar had 
been increased. Here, too, it was not clear 
why some patients with blood sugar values 
below 110 mgm. percent developed delta ac- 
tivity and others did not. Knowing from our 
previous work(8) that the age is an impor- 
tant factor, and after reconfirming this by a 
survey of 209 new cases, it seemed necessary 
to review the III cases from this viewpoint. 
It was found that a large percentage of the 
cases which developed delta activity on 
hyperventilation were below 30 years- of 
age. There was only one diagnostic group 
in which a relatively large number of patients 
of higher age developed delta activity (Table 
I); this was the group of psychoneurotics. 
Sixteen such patients, older than 30 years, 
were examined and 4 of them developed 
delta activity on hyperventilation. The blood 
sugar values of these patiets were within the 
normal range. The EEG and its reactions 
to an increase in the blood sugar showed 
that the patients’ cerebral activity was un 
stable to hyperventilation in the presence of 
the fasting blood sugar values and became 
stable with higher amounts of sugar. One 
patient stated that she felt much better after 
the ingestion of carbohydrates. No data on 
this point were obtained from the 3 other 
patients because this point did not seem sig 
nificant to us when these studies were made 
and became important only after the analysis 
of our total material. These cases should, 
however, like those of Portis(9), react favor- 
ably to a dietary regulation of their carbo- 
hydrate metabolism. This will be studied in 
the future. 

There is reason to believe that in those 
patients of the higher age group with psy- 
choneurotic disorders and abnormal lability 
of the EEG to hyperventilation, the meta- 
bolic disorder was primary. Here, then, we 
have a group of cases showing a syndrome 
commonly designated as psychoneurotic in 
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which a metabolic disorder can be shown to 
be the probable cause. Cases like these might 
respond better to dietary than to psycho- 
therapeutic measures, though the one does 
not exclude the other. 

Many persons who are not sick, have a 
number of nervous complaints in the early 
morning hours when the blood sugar is rela- 
tively low. It is possible to demonstrate that 
relatively more subjects developing delta 
activity in the fasting state have such com- 
plaints than subjects without it. Also more 
subjects under 30 than over showed such 
symptoms. The percentages are much too 
low to justify the conclusion that the age or 
the development of delta activity on fasting 
hyperventilation are the only factors in all 
cases with such complaints. There is, how- 
ever, one group of cases in which the age 
ind the lability of the reaction to hyperventi- 
lation in the fasting state seem to have some 
etiological relation to the complaints. 

There are at least two possibilities for 
such a relationship: (1) the symptoms may 
be in causal relation to the age and the delta 
activity may not have any causal importance 
for the symptoms, (2) the delta activity, 
although dependent on the age, may be an 
index of a cerebral lability important for the 
production of the symptoms. However, with- 
out additional material one cannot determine 
which one of these possibilities corresponds 
to the facts. Not irrelevant in this connection 
is the clinical observation that a psycho- 
neurosis is sometimes initiated by reducing 
diets. This is worthy of further study, as 
is the mental state in starvation. 

The parallelism between blood sugar values 
and changes in the EEG has been well estab- 
lished by Engel and Margolin(2) during 
blood sugar tolerance tests. We observed 
many additional cases showing the same 
parallelism. However, in rare cases there 
was a dissociation between the blood sugar 
values and the lability of the EEG to hyper- 
ventilation. Again, while the number of 
these cases is too small to. warrant any con- 
clusions, this type of research may well re- 
veal instances in which a disturbance of the 
cerebral carbohydrate metabolism is the 
cause of the disease. We propose to continue 
the studies. 
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SUMMARY 


1. The reaction of the EEG to hyperventi- 
lation is discussed with relation to blood 
sugar levels, to age and to diagnosis. A 
group of psychoneurotics is described show- 
ing an unusual lability of the EEG to hyper- 
ventilation in the presence of normal blood 
sugar values. 

2. The relationship between the presence 
of nervous complaints in the early morning 
and the development of delta activity on 
hyperventilation in the fasting state was 
studied. Delta activity develops more fre- 
quently in subjects having such complaints 
than in subjects without them. 

3. Patients developing delta activity on 
hyperventilation in the fasting state feel, in 
a larger percentage, better at later hours 
than patients without delta activity. 

4. Two cases of spontaneous hypoglycemia 
with electroencephalographic studies are re- 
ported. 
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FACTORS AFFECTING THE ELECTROENCEPHALOGRAM OF 
PATIENTS WITH NEUROSYPHILIS ' 


SIDNEY LEVIN, M.D., 


MILTON GREENBLATT, M.D., 
Since the discovery of the electroencephal- 
ogram a wide variety of diseases of the cen- 
tral nervous system have been investigated 
from this new point of view. The problem 
of central nervous system syphilis has thus 
far received scant attention except for the 
original observations of Berger(1I) on 39 
cases of dementia paralytica published in 
1933 and a more comprehensive study by 
Finley, Rose and Solomon(2) on 175 cases 
of neurosyphilis published in 1942. In the 
latter work important concepts were estab- 
lished and provocative questions raised which 
have stimulated further activity and research. 
/ Among the conclusions reached were: (1) 
\that 53 percent of a heterogeneous group of 
patients with neurosyphilis had abnormal 
EEGs (which was five times the incidence 
of abnormal EEGs in control subjects) ; (2) 
that abnormal EEGs were as common in 
cases of pure tabes and optic atrophy as 
among cases with dementia paralytica; (3) 
that active treatment tended to restore the 
EEG. to normal; (4) that slow types of 
abnormal EEGs were more likely to be 
found in confused disoriented patients while 
fast types of abnormal EEGs were more 
likely to be found in patients with mood 
disturbance and ideational distortions; and 
(5) that there was no characteristic pattern 
in cases of neurosyphilis, and that therefore 
the EEG, was of no diagnostic value in this 
condition. 

In the present study we have expanded 
and intensified the investigation of neuro- 
syphilis both from the clinical and electro- 
encephalographic point of view. Particular 
attention has been paid to the correlation of 
signs, symptoms and laboratory findings with 
the EEG. Epilepsy in the setting of neuro- 
syphilis has been carefully investigated, and 
the factor of age and its effect on the EEG. 
has been evaluated. 


1 From the Dept. of Psychiatry of Harvard Medi- 
cal School and the Boston Psychopathic Hospital. 

We are indebted to Professor Harry C. Solomon 
for access to the clinical material and for valuable 
advice and suggestions in the preparation of the 
manuscript. 
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MATERIAL AND METHODS 


Over 300 definitely established cases off 
neurosyphilis including dementia paralytica, § 
meningo-vascular lues, tabes, optic atrophy | 
and juvenile neurosyphilis have been studied 
electroencephalographically and clinically in 
this laboratory. For the present investiga-| 
tion the EEGs of all the patients were 
reviewed and 223 were found to be readily 
interpretable records. In the remainder in-§ 
terpretation was difficult because of artefact 
due chiefly to muscle tension and restless- 
ness which is unavoidable patients with 
advanced mental disease. The vast majority 
of cases receiving active anti-luetic 
treatment at the time of the electroencephalo- 
graphic study. This report deals exclusively 
with patients who were afebrile. A small 
group studied intensively during actual 
bouts of pyrexia induced either by malaria 
or typhoid vaccine has already been re- 
ported(3). i 

Our control group consisted of 240 nurses, 
doctors and hospital personnel between the 
ages of 18 and 45; the incidence of abnormal 
EEGs in this group was Io per cent. 

The clinical the patients with 
neurosyphilis was analyzed with particular 
attention to the following: (1) age, (2)§ 
clinical type of neurosyphilis, (3) men-§ 
tal status at the time of the EEG. recording § 
with special reference to the presence of de-§ 
lusions, hallucinations and sensorial impair- 
ment, (4) important clinical findings at the 
time of the EEG. examination, such as] 
tremors, pupillary abnormalities, dysarthria jj 
and reflex abnormalities. The clinical record | 
was then reviewed for the presence of (5) 
a history of seizures. The type of seizure 
was also taken into account. 


were 


status of 


The following elements in the spinal fluid] 
were also correlated with the EEG.: (1) . 
cells, (2) total protein, (3) colloidal gold. 
In this correlation the spinal fluid data were 
utilized only if the lumbar puncture had been 
performed within one week of the recording 
of the EEG. 
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EEGs were obtained with a Grass six- 
channel, ink-writing electroencephalograph. 
Electrodes were placed over frontal, parietal 
and occipital regions of each hemisphere, 
and interconnected electrodes over the mas- 
toids were used as an indifferent reference 
electrode. Two types of tracings were ob- 
tained: (a) six simultaneous recordings 
from frontal, parietal and occipital areas of 
the two hemispheres grounded to the in- 
different mastoid electrodes, and (b) six 
simultaneous bipolar tracings. The records 
were taken with the patients reclining and 
with eyes closed. Whenever possible, the 
recording was carried throughout a two 
minute period of voluntary hyperventilation. 

Electroencephalograms were classified by 
a method which gives particular emphasis to 
the frequency of the predominating rhythm, 
but which also takes into account other char- 
acteristics such as amplitude, regularity or ir- 
regularity of the pattern, variations from one 
lead to another and alteration of the pattern 
during overbreathing. This classification, 
although relatively simple in its description, 
is somewhat difficult to duplicate and a cer- 
tain amount of experience is required before 
classifications are accurate and _ reliable. 
However, because it is fundamental, we be- 
lieve it will soon become a meeting ground 
for electroencephalographers, although other 
methods which focus upon other character- 
istics of the electrical pattern will undoubt- 
edly have their place. 

The following is the classification used 
(Gibbs classification (4) ) : 

(1) Normal EEG.—Dominant activity 
from 8.5-12.0 cycles per second. No signifi- 
cant fast or slow activity and no paroxysmal 
activity. Low voltage irregular records with- 
out countable frequency are considered 
normal. 

(2) Slightly Slow Activity (S-1).—Mod- 
erate amount of activity slower than 8.5 per 
second. No paroxysmal discharges. 

(3) Slightly Fast (F-1).—Moderate 
amount of activity faster than 12 per second. 

(4) Very Slow (S-2).—Great amount of 
activity slower than 8.5 per second. 

(5) Very Fast (F-2).—Great amount of 
activity faster than 12 per second. 

(6) Grossly Slow (S-3).—Great amount 


of slow activity in the 2-5 per second fre- 
quency range. 

(7) Paroxysmal Activity—Clearly evi- 
dent discharges or bursts of abnormal high 
voltage activity of either slow or fast fre- 
quency or both. 

This classification of EEG. gives greater 
resolving power than has heretofore been 
applied in neurosyphilis, and also takes into 
account the paroxysmal dysrhythmias which 
are characteristic of the epileptic disorders. 


RESULTS 


In 1943 we reported an incidence of 45 
percent definitely abnormal EEGs in a group 
of 228 heterogeneous cases of neurosyphilis 
(5). In that study the records were classi- 
fied grossly into three groups: normal, bor- 
derline and abnormal—using classifications 
corresponding roughly to those of Finley, 
Rose, and Solomon who obtained an inci- 
dence of 53 percent abnormality in 175 
heterogeneous cases of neurosyphilis. The 
difference between the two results is partly 
due to minor individual differences in inter- 
pretation of EEGs but primarily to the fact 
that the larger series included more patients 
with milder grades of C.N.S. infections. 

In the present series of 233 selected cases 
of neurosyphilis, 50 percent of the EEGs 
were abnormal. Table I shows the distribu- 
tion of normal and abnormal tracings among 
the several clinical varieties of neurosyphilis ; 
abnormal cases are further subdivided into 
slow-I, 2, 3, (depending on the amount of 
slow activity), fast 1, 2, (depending on the 
amount of fast activity), and paroxysmal. 
The cases with a history of seizures are given 
special consideration for purposes of contrast 
with cases having no history seizures. The 
factor of seizures will be discussed later. 

Of the cases with abnormal records, 46 
percent had abnormal slow records most 
of which were in the slow-1 category; 44 
percent had abnormal fast records most of 
which were in the fast-1 category. Ten per- 
cent had paroxysmal records. There was 
an almost equal number of abnormal slow 
and abnormal fast records, and the vast 
majority of abnormal records were in the 
mildly abnormal categories (S-1 and F-1). 

Preliminary observations established the 
fact that both normal and abnormal EEGs 
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occurred in all types of neurosyphilis, and 
that the EEGs of patients with neurosyphilis 
were not specific for that disease but could 
be matched by EEGs in a wide variety of 
disorders. As a rule, normal EEGs occurred 
in patients with milder grades of infection 
whereas abnormal EEGs occurred in severe 
types or in patients with epileptic disorder 


TABLE I 


DISTRIBUTION OF NORMAL AND ABNORMAL E[¢Gs 
IN NEUROSYPHILIS 


Abnormal EEGs are divided into Slow-1, 2, 3, 
depending on the amount of slow activity; Fast 
depending on the amount of fast activity, and 
paroxysmal. See text for definition of various types 
of EEGs. 

Cases with seizures are contrasted with cases 
without seizures for the groups diagnosed general 
paresis and meningo-vascular lues. No seizure cases 
occurred in cases of syphilitic optic atrophy or of 
tabes dorsalis. 


NORMAL ABNORMAL E££G'S roTaul 
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WITHOUT SEIZURES 23(20)/26 26(22)) 2 (2)|5) (4a 
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or marked debilitation. However, individual 
instances of disparity between abnormality 
of EEG. and severity of clinical symptoms 
were so common that only broad trends 
could be outlined with any surety. 


I. RELATION BETWEEN EEG. AND TYPE OF 
C.N.S. LUES 


The incidence of abnormal EEGs in the 
various clinical types of neurosyphilis is 
shown in Fig. 1. Only 14 percent of 22 cases 
of pure tabes had abnormal EEGs. How- 
ever, the incidence of abnormal EEGs in 
optic atrophy cases was 44 percent, in cases 
of general paresis 55 percent, and in cases 
of meningo-vascular lues 60 percent. These 
last three percentages are significant and 
4-6 times greater than what is encountered 
in control subjects. 
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Analysis revealed that one of the chief 
factors contributing to the abnormality of 
the EEG. was the presence of seizures. In 
two of the clinical groups, namely general 
paresis and meningo-vascular lues a signifi- 
cant number of cases had a positive history 
of seizures, i.¢c., 23 percent of those with 
general paresis and 32 percent of those with 
meningo-vascular neurosyphilis. The inci- 
dence of abnormal EEGs in cases of general 
paresis with seizures was 91 percent as com- 
pared to 44 percent in those without seizures 
(Table 1). The same was true for meningo- 
vascular lues, 7.¢., the incidence of abnormal 
EEGs in those with seizures was 89 percent, 
as compared to 44 percent in those without 
seizures (Table 1). The presence of seizures 
roughly doubled the incidence of electroence- 
phalographic abnormality in cases of neuro- 
syphilis. 

It would seem that the higher up the dis- 


CONTROLS 10% 
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10 620 40 50 60 70 80 930 wo % 
PERCENTAGE ABNORMAL €E.E.G.'S 
Fic. 1.—Percentage of abnormal EEGs in various 
clinical types of neurosyphilis as compared to con- 
trol subjects. 


ease in the nervous system the greater the 
likelihood of having seizures or an abnormal 
EEG. For example, no seizure histories and 
no significant increase in abnormality over 
and above that in controls appeared in cases 
of tabes. On the other hand, the greatest 
percentage of seizure histories and the 
highest incidence of abnormal EEGs _ oc- 
curred in cases of meningo-vascular lues and 
general paresis. 

(a) Tabes Dorsalis—Because of the 
previous report of a high incidence of ab- 
normal EEGS in cases of tabes(2) we were 
surprised to find only 3 abnormal records 
among 22 cases of this disease. All our 
cases were selected because we wished to 
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Seal with as pure a group of tabes as pos- 
Isible. It was interesting to note that all three 
ibnormal EEG. records were obtained in 
patients over 50 years of age (an age group 
in which EEG. abnormalities are not rare 
in control series), which strengthens the 
yelief that tabes does not alter the EEG. 
significantly. Because the lesions of tabes 
reside primarily in the cord and midbrain 
nd not in the cerebrum, a low rather than 
high incidence of abnormality would be 
»xpected. 

(b) Meningo-Vascular Neurosyphilis.— 
HAlthough the series of cases was relatively 
ismall, analysis revealed that not only was 
the presence of seizures associated with a 
Shigh incidence of EEG. abnormality but 
Balso that cases with recent vascular accidents 
Sshowed more EEG. abnormality than did 
those with old vascular accidents (existing 
56 months or more prior to the EEG. record- 
Bing). In several of the cases with apparently 
Shealed vascular lesions prominent residual 
Mneurological signs such as hemiparesis were 
Bpresent and yet the EEGs were essentially 
normal. If, however, seizures eventually de- 
Hveloped as a result of the brain damage the 
NEEG. was almost invariably abnormal. 
{c) Optic Nerve Atrophy.—This group 
was mixed insofar as some of the cases 
jshowed signs of tabes and some showed signs 
Hof dementia paralytica, making it difficult to 
Hevaluate the effects of optic nerve atrophy 
Balone upon the EEG. However, we were 
Sinclined to regard the 44 percent incidence 
of abnormal EEGs in this group as signifi- 
Bcant because of two considerations: (1) the 
4 presence of tabes alone did not raise the 
Hincidence of abnormal EEGs, and (2) cases 
of optic nerve atrophy alone showed as much 
SEEG. abnormality as those with both opti 

netve atrophy and general paresis soni 
» No correlation within this group between 
Babnormality of the spinal fluid and EEG. 
Sabnormality was found. However, untreated 
Hcases with rapidly progressive optic nerve 
gatrophy and with duration of disease less 

than one year had considerably more EEG. 
abnormality than did those who had re- 
ceived active treatment and whose condi- 
tion was relatively stationary for a long time 
prior to the EEG. recordings. 


II. RELATION BETWEEN THE EEG. AND CER- 
TAIN CLINICAL MANIFESTATIONS 
OF C.N.S. SYPHILIS 


Fig. 2 shows the incidence of abnormal 
EEGs in cases of general paresis analyzed 
with reference to a history of seizures, and 
certain signs and symptoms of general pare- 
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Fic. 2.—Percentage of abnormal EEGs in cases 
with general paresis analyzed with reference to the 
effect of a history of seizures and various signs and 
symptoms on the incidence of EEG. abnormality. 


TABLE II 


PERCENTAGE ABNORMAL EEGs IN RELATION TO 
NUMBER OF CELLS, AMOUNT OF TOTAL PROTEIN 
AND SEVERITY OF COLLOIDAL GoLp REACTION IN 
THE CEREBRO-SPINAL FLUID 


We arbitrarily divided the “gold sol” reaction on 
the basis of the number of 5’s appearing in the curve. 


SPINAL FLUID % ABNORMAL 


CELLS 5= 


TOTAL PROTEIN 


Bo Five's 
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Four or More Pive's 
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sis. Table II summarizes the incidence of 
abnormal EEGs in cases of general paresis 
analyzed with reference to cells, total protein 
and colloidal gold reaction in the cerebro- 
spinal fluid. These findings will be discussed 
briefly under four headings (a) seizures, 
(b) mental status, (c) physical signs, (d) 
cerebro-spinal fluid findings. 
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(a) Setzures——A review of the clinical 
records of 223 patients revealed a history 
of seizures in 44 cases or 19.7 percent. As 
has already been stated, the highest per- 
centage of seizure histories (32 percent) was 
found in cases diagnosed meningo-vascular 
lues, the next highest (23 percent) and in- 
cluding the bulk of seizure cases (35 cases ) 
was found in general paresis. Cases of optic 
nerve atrophy and of tabes dorsalis were 
noteworthy because of the absence of seizure 
histories. 

According to available figures the incidence 
of abnormal EEGs in the general population 
is 10-15 percent, of paroxysmal EEGs about 
0.9 percent, of clinical epilepsy around 0.5- 
0.7 percent. In our series of relatively 
early patients with neurosyphilis, the inci- 
dence of abnormal EEGs was 50 percent, 
of paroxysmal EEGs 5 percent, of epileptic 
seizures 19.7 percent. The tendency for 
neurosyphilis to produce abnormal cerebral 
function shows up strikingly in contrast to 
the figures for the population at large. 

Many clinical types of seizures were en- 
countered. There was a predominance of 
grand mal and a relatively large percentage 
of odd or atypical attacks especially in cases 
diagnosed dementia paralytica. In meningo- 
vascular lues there was a relatively high in- 
cidence of Jacksonian seizures which is con- 
sistent with the more focal type brain damage 
in this disorder. Petit mal epilepsy was not- 
able by its absence. Table III shows the 
distribution of various types of seizure dis- 
orders in dementia paralytica and in men- 
ingo-vascular syphilis. 

The high incidence of EEG. abnormality 
in seizure cases has already been alluded 
to in connection with the discussion of the 
clinical types of neurosyphilis. Fig. 2 shows 
graphically that the presence of seizures in 
general paresis raises the incidence of EEG. 
abnormality in the group to gI percent while 
in its absence the percentage of abnormal 
EEGs is only 44 percent. Of all the factors 
considered a history of seizures correlates 
best with an abnormal EEG. and the cor- 
relation is as great or even greater than in 
idiopathic epilepsy without C.N.S. syphilis. 

As to the relationship between the type of 
EEG. pattern and the incidence of seizure 
histories, Fig. 3 shows clearly that the more 


abnormal the EEG. the more it is likely 
that the patient is suffering from some type 
of seizure disorder. Moreover, the paroxys- 
mal type of EEG. is quite specific for seiz- 
ure disorders in neurosyphilis, while the 


very fast and grossly slow types, according 


TABLE III 


Types oF SEIZURES OCCURRING IN GENERAL PARESIS 
AND MENINGO-VASCULAR LUES AND NUMBER 
oF CASEs IN EACH TYPE 


\ total of 44 cases or 19.7 percent of 223 hetero- 
geneous cases of neurosyphilis had a history of 
seizures. 


JACKSORBI AN 
DIAGNOSIS GRAND MAL PSYCHOMOTOR 
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TYPE OF E EG 
Fic. 3—Percentage of cases with a history of 
seizures in various electroencephalographic cate- 
gories. Based on 223 cases of neurosyphilis. 


to our figures, are definitely suggestive of 
an underlying tendency to epilepsy. 

The findings are the same in kind as those 
reported in idiopathic epilepsy; the extent 
to which they apply in neurosyphilis is at 
least as great and possibly greater than in 
idiopathic epilepsy. Finley, Rose, and Solo- 
mon(2) stated that the EEG. had no diag- 
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nostic value in neurosyphilis. They implied 
that it was impossible to differentiate the 
clinical varieties of neurosyphilis by EEG. 
data alone. fIn this we would agree; how- 
ever, it seems to us that at least_two diag- 
nostic _uses~for_the—-EEG. emerge from a 
study of the data thus far: (1) that an 
abnormal EEG. is presumptive evidence of 
brain disease and includes the possibility of 
C.N.S. syphilis; (2) that a very abnormal 
EEG. and particularly a paroxysmal type is 
strong evidence for a seizure disorder in 
cases with neurosyphilis as well as cases 
without neurosyphilis. A very abnormal 
EEG. should, therefore, put the clinician on 
the alert for the possibility of seizures. 

(b) Mental Status.—It is well recognized 
that the varieties of mental disturbance re- 
sulting from neurosyphilis are almost end- 
less. The mental picture depends on many 
factors including the amount and location 
of the damaged brain tissue, the intensity of 
the disease process, the vulnerability of the 
nervous system and the fundamental per- 
sonality structure of the individual. In mild 
cases the disease may manifest itself in 
primarily affective or schizophrenic reaction 
patterns ; if allowed to progress, ultimately 
the sensorial functions are modified and “or- 
ganic reaction” features dominate the clini- 
cal picture. 

In an analysis of a series of 100 patients 
with general paresis, it was found that in 
those with confusion and memory impair- 
ment 65 percent had abnormal EEGs, while 
in those without confusion and memory im- 
pairment only 48 percent had abnormal 
EEGs. Stew brain wave patterns were the 
most frequent typés of abnormality in_pa- 
tients with sensorial impairment, although 
other varieties of tracings were also found. 
In the very advanced cases of neurosyphilis 
with marked dilapidation of mental func- 
tions, an abnormal EEG. was the rule. 

Of those patients with delusions or hallu- 
cinations 57 percent had abnormal EEGs; 
of those without delusions and hallucinations 
51 percent had abnormal EEGs. We can- 
not regard this difference as significant. 

(c) Physical Signs.—Table II summarizes 
also the relation between tremors, dysar- 
thria, abnormal reflexes, abnormal pupils and 
the EEG. in a series of 100 cases of general 
paresis. A significantly higher incidence of 


abnormal EEGs was obtained in the cases 
with tremors, dysarthria or reflex abnormali- 
ties than in those without ; however, the in- 
cidence of EEG. abnormality was not sig- 
nificantly different in those with pupillary 
abnotmalities as compared to those without. 

‘To-summarize the above, we would say 
that so far as physical manifestations of 
general paresis are concerned, the best cor- 
relations with EEG. abnormality were ob- 
tained with those signs which are usually 
associated with cortical disturbance, 1.e., 
seizures, tremors, dysarthria,—while the 
poorest correlation was obtained with those 
signs ordinarily associated with deep pathol- 
ogy, 1.e., pupillary abnormalities. So far as 
mental function is concerned, the best cor- 
relation with EEG. abnormality was found 
in the syndrome ordinarily associated with 
brain damage (confusion disorientation) and 
the poorest correlation in the syndromes 
associated with “functional” disorder and so 
often characterized by delusions and hallu- 
cinations. 

(d) Spinal Fluid Findings.—Table II 
summarizes the relationship between impor- 
tant findings in the spinal fluid and the in- 
cidence of EEG. abnormality in a series of 
100 patients with general paresis. Although 
there were numerous individual exceptions 
a definite trend of increasing incidence of 
abnormal EEGs was associated with increase 
in either cells, total protein or severity of 
colloidal gold reaction. 

If, arbitrarily, the cases were divided into 
mild, moderate or severe on the basis of an 
overall evaluation of the clinical and labora- 
tory findings, a definitely positive correla- 
tion appeared between clinical severity and 
incidence of EEG. abnormality—from 32 
percent abnormal EEGs in mild cases to 
61 percent abnormal EEGs in the severe 
cases. 


III. ELECTROENCEPHALOGRAPHIC FINDINGS 
IN RELATION TO AGE IN PATIENTS 
WITH NEUROSYPHILIS 


Our experience with a large series of pa- 
tients suffering from various neuropsychi- 
atric ailments(6) as well as with normal 
subjects has convinced us that age is a con- 
sideration of major importance in evaluating 
the EEG. As yet no such consideration 
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has been applied to the EEGs of patients 
with neurosyphilis. 

Table IV summarizes the important data 
relating to age. ‘The largest number of cases 
(48 percent) was in the 40-50 year age 
group. Only 2 percent were under 20 years 
of age, and only 3 percent were over 60 
years of age. The percentage of abnormal 
I-IeGs was least (38 percent) in the group 
between 40-50 years and greatest (So per- 
cent) in the youngest age group, t.c., under 
The slow type of abnormality 
gradually declined with advancing age 
whereas the fast abnormality gradually in- 


30° Vvears. 


TABLE IV 


Tue Ace Distrrinution or CASES OF 
NEUROSYPHILIS 


The factor of age is considered in relation to 
percentage of abnormal EEGs, percentage of fast 
and slow type of EEG., and percentage of cases 
with seizures. 


GROUP 
30 | | 504 
ABNORMAL E.5.0.8 5% at 
ABNORMAL SLOW 5.5.0.3 
(BASSD ON TOTAL ABNORMAL) | 75% “ax 
ARNORMAL PAST 8.8.0.8 
(SASED OM TOTAL ABNORMAL) | 28% 33x sex 
CASES WITH SSIZURES am iss 29K 


creased with advancing age. The percentage 
of cases with seizures ran parallel to the 
incidence of total abnormal EEGs with age 

The downward trend of slow activity and 
the upward trend of fast activity is essen- 
tially similar to that noted in neuropsychi- 
atric patients and in control subjects. 

The low incidence of abnormal EEG 
the 40-50 age range is a significant finding 
It is partly but not entirely explained by 
the low incidence of seizure cases in this 
age group. Special attention to the types 
of tracings in relation to age revealed that 
the abnormal tracings in the 40-50 age range 
were of a milder grade, of abnormality than 
in the other age groups, 

In speculating as to the cause of the low 
incidence of abnormal EEGs in this age 
group we are faced with the fact that in con 


| July 
trols(7) and in neuropsychiatric subjects(6) 
there is a relatively high incidence of EEG. 


possibilities are worth considering (a) that 
the less active and better treated cases occur 
in this age group and (b) that the electrical 
brain pattern at this age is less vulnerable 
Further 
investigation is necessary before either or 
1) 


to the disease than at any other age. 


oth of these possibilities can be verified. 


DISCUSSION 


Our excursion into neurosyphilis has 
netted many interesting correlations which 
challenge synthesis into some meaningful 
To begin with, it is not surpris- 
central nervous 


whole. 

ing that 
system produces abnormalities in a large 
percentage of cases or that the more severe 
the involvement clinically the more abnormal 
the EEG. 

high up ‘in the nervous system are likely 


disease of the 


Evidently lesions in the cortex 
be associated with seizures, tremors, dys- 
hria, reflex abnormalities and an abnormal 

EEG. The demonstration that a very high 

ncidence of EEG. abnormality is associated 

ind that paroxysmal dys- 
vthmia is characteristic for seizure dis- 


rs has already been amply elaborated in 
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The healing of brain lesions produced by 
syphilitic vascular accidents brings with it 
an improvement in the electrical pattern of 
the brain even though residual neurological 
findings persist ; however, if convulsive dis- 
order supervenes the EEG. again shows ab- 
normalities characteristic of all epileptic dis- 
orders save for a few special varieties{8). 

The correlation between the EEG. and the 
spinal fluid reaction is definite but by no 
means as marked as was expected prior 
to the investigation. Changes in the spinal 
fluid in regard to cells and protein are ordi- 
narily regarded as precise indicators of 
“activity” of the disease process, and the 
EEG. likewise is looked upon as correlating 
well with active disease. ‘ 
in the spinal fluid depend: primarily on the 
reaction of the meninges to infection rather 
than of the brain parenchyma; the latter 
rather_than-the former would be expected 
to correlate-—best_with abnormal electrical 
disturbance. It is probable that pure men- 
ingeal irritation will not_affect the EEG. at 
all. The Tatk Of a better correlation may 
be explained on this basis; on the other 
hand the slight positive correlation which 
was obtained may be explained by the fre- 
quent association between meningeal involve- 
ment and parenchymatous disease. 

Why optic nerve atrophy cases should 
have a high incidence of abnormal EEGs is 
a mystery to us as it was to Finley et al. 
One case (without neurosyphilis) which we 
studied before and after enucleation of an 
eye showed no essential change in the EEG. 
pattern. This interesting phase of the 
work merits much further thought and 
investigation. } 


SUMMARY 


Fifty percent of 233 cases of neurosyphilis 
had abnormal EEGs. The incidence of ab- 
normality in the various clinical types of 
neurosyphilis was as follows: meningo- 
vascular lues 60 percent; general paresis 55 
percent; optic nerve atrophy 44 percent; 
tabes 14 percent. In a control group the 
incidence of abnormality was 10 percent. 
Tabes, therefore, did not have a significantly 
greater incidence of abnormal EEGs than 
controls; on the other hand, the incidence 


lowever, changes _ 


of abnormality in optic atrophy, general 
paresis and meningo-vascular lues was sig- 
nificantly greater than in control subjects. 

Twenty percent of the total cases with 
neurosyphilis had positive histories of seiz- 
ures as compared to an incidence less than 
one percent in the general population. The 
meningo-vascular type of neurosyphilis had 
the highest incidence of seizure histories and 
a large proportion were of the Jacksonian 
variety. The next highest incidence of 
seizures occurred in cases of general paresis 
and they were mostly of the grand mal and 
“atypical” variety. No cases with a history 
of seizures occurred in the groups diagnosed 
tabes dorsalis or optic nerve atrophy. 

A very high incidence of abnormal EEGs 
(g0 percent) occurred in the cases with a 
history of seizures. The more abnormal the 
EEG. in any given case of neurosyphilis, 
the greater the likelihood that the patient 
had a history of seizures. The paroxysmal 
type of EEG. abnormality was the most 
specific for the seizure disorders. 

In a group of cases of general paresis a 
number of clinical and laboratory findings 
were correlated with the incidence of EEG. 
abnormality with the following results: The 
incidence of EEG. abnormality was highest 
in patients with a history of seizures. The 
presence of tremors, dysarthria, abnormal 
reflexes or an “organic” mental picture also 
raised the incidence of EEG. abnormality, 
but not as high as did the presence of a 
history of seizures. A slightly positive cor- 
relation was obtained between numbers of 
white blood cells, amount of total protein, 
severity of colloidal gold reaction in the 
cerebro-spinal fluid and incidence of EEG. 
abnormality. No correlation was obtained 
between EEG. abnormality and abnormal 
pupils, or between EEG. abnormality and 
presence of delusions or hallucinations as 
a primary part of the mental picture. 

A study of all cases in relation to age 
revealed that the largest number of cases of 
neurosyphilis were in the 40-50 year age 
group. The incidence of epilepsy and of ab- 
normal EEGs was lowest in this age group. 
There was a rise in the incidence of fast 
activity with age and a fall in the incidence 
of slow activity with age. This trend in 
cases of neurosyphilis parallels the trend 
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previously observed in control subjects and 
in neuropsychiatric patients. 


We are indebted to Marie M. Healey and 
Gertrude A. Jones, R. N., for able technical 
assistance. 
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THE 


ELECTROENCEPHALOGRAPHIC AND CLINICAL EFFECTS 


OF ELECTRICALLY INDUCED CONVULSIONS IN THE 
TREATMENT OF MENTAL DISORDERS '* 


B. K. 


In the evaluation of the cortical effects 
of electric shock we may assume a general 
principle that no clinical effect is the result 
of one particular factor, but the result of an 
interaction between many factors; in other 
words, it is the effect of a multi-dimensional 
system and unless the relationships between 
the variable factors of that system are in- 
vestigated, the reasons explaining the perma- 
nence, transitoriness or absence of that effect 
would not be adequately known. One of 
the important variables of that system is 
the cortical electrodynamics which is partially 
represented through the electroencephalo- 
gram. Although in all the published studies 
concerning shock therapy some of the vari- 
ables of that system have been taken into 
consideration, the intimate relationships be- 
tween the variables, independent and de- 
pendent, still need to be worked out. The 
purpose of this paper is to investigate in 
detail relationships between some of the vari- 
ables. 


PROCEDURE AND TREATMENT OF DATA 


Fifty-four patients admitted to The Neuro- 
psychiatric Institute for observation and 
treatment were used for this study; 27 of 
them were male and 27 female. Duration of 
their illness was from four months to six 
years. The Rahm electro shock machine was 
used for administering the electric shock.* 
Grand mal shocks were administered two to 
three times a week. The largest number of 
grand mal shocks to be given one patient in 
our series has been arbitrarily set at 15. A 
period of two to four weeks’ observation and 
general psychotherapy was allowed for each 
patient before a decision was made that 
shock therapy should be adopted. The treat- 


1 From the Neuropsychiatric Institute, University 
of Michigan, Director R. W. Waggoner, M. D. 

2Dr. H. T. Schmale is now a captain in the 
Medical Corps of the United States Army. 

8 For details of the machine and procedure dur- 
ing treatments see authors’ reprints. 
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ment was stopped with the appearance of 
what was judged as maximum possible im- 
provement or continued resistance to im- 
provement. 

The preshock and postshock EEGs were 
taken on the Grass three-channel electro- 
encephalograph in monopolar and_ bipolar 
fashion for forty-five minutes using frontal, 
motor, occipital and temporal leads and two 
ear lobe leads. The records were analyzed 
qualitatively and quantitatively, the latter 
specially in regard to thirty feet of repre- 
sentative samples. The temporal leads were 
one to two centimeters posterior to the edge 
of the shock electrodes which were superior 
to both zygomatic arches. 

Preshock EEGs are classified into normal, 
borderline and abnormal. Lack of space for- 
bids a description of this classification.‘ Its 
basis, however, is afforded by an analysis of 
over 3000 EEGs, clinical or otherwise. The 
abnormal EEGs are divided into mildly 
epileptoid pattern, epileptoid pattern and in- 
determinate pattern. Of 54 electrically 
shocked patients 10 did not have any pre- 
shock EEG. 

Postshock EEGs were taken at various 
intervals. Some postshock EEGs were taken 
14, 30, or 60 days following the last treat- 
ment. More than half of the cases had their 
postshock EEGs within a week. In order 
to determine the combined effect of the two 
sub-variables—number of shocks and the in- 
terval between the last shock and the first 
postshock EEG—an assumption has been 
made; namely, the larger the number of 
shocks or the lesser the interval of time be- 
tween the last shock treatment and the first 
postshock EEG, the greater the electroen- 
cephalographic changes and vice-versa. The 
two sub-variables have been combined in 
the following manner: the reciprocal of the 
interval in days is multiplied by 100 to give 
a large number. This is multiplied by the 


4 The description though not published here will 
be included in the authors’ reprints. 


49 


ly 
ril | 
G. 
tic 
44. i 
lo- 
its. 
age 
“ts. 
ec- P 
Nic 
05. | 
| 
} 
| 
{ 
= 


50 ELECTROENCEPHALOGRAMS AND ELECTRIC SHOCK 


number of shocks. For example, if a patient 
had 6 shock treatments and the interval in 
days between the last shock and the post- 
shock electroencephalogram was 2, we first 
find the reciprocal of 2 by dividing 2 into 1, 
obtaining .5, and then multiply .5 by 100 to 
get 50. Finally we multiply 50 by the num- 
ber of shocks which is 6, giving a score of 
300. Theoretically, the treatment of these 
two sub-variables should correlate with 
the degree of the electro-encephalographic 
changes after an adequate number of shocks 
(shock threshold) has been administered 
and not before. (See footnote on page 53.) 

Postshock electroencephalographic changes 
are divided into four categories—(1) no 
change, (2) mild change, (3) moderate 
change, and (4) marked change.® Patients 
used in this series have been classified into 
five psychiatric “diagnostic” groups (tables 
2,3 and 4). Patients’ status at discharge has 
been classified as: made worse (scored as 
—1), no change (scored as 0); improved 
(+1); and recovered (+2).° 

The index of efficiency of shock treatment 
is calculated by finding the ratio between 
total weight (sum of number of cases under 
each discharge status times discharge score or 
weight) and total number of cases (table 3). 
The percentage of efficiency of treatment is 
figured by obtaining the ratio between per- 
fect efficiency, which is recovery and which 
is assumed here as having a weight of 2, 
and the obtained index of efficiency. Any 
other assigned weights to the categories 
should not make a-difference in the calcula- 
tions, provided the relative distance between 
no change and recovery is taken into consid- 
eration in terms of steps rather than in terms 
of the assigned weight. For statistical com- 
parison between sub-groups, the chi square 
method has been used, also Fisher’s ¢.” 


RESULTS 


1. Postshock Electroencephalographic 
Changes.—Table 1 shows different types of 


5 Details will be incorporated in authors’ reprints. 

® For criteria as to results of treatment please see 
authors’ reprints. 

7 We are indebted to Dr. Paul S. Dwyer, asso- 
ciate professor of mathematics, University of Michi- 
gan, and to Dr. Peyton Jacob of the Neuro- 
psychiatric Institute for statistical assistance. 


electroencephalographic changes following 
shock. All these types are found in differ- 
ent degrees—marked, moderate and mild. It 
appears that all types of electroencephalo- 
graphic changes do not occur in all the 
patients. This is true even if the shock/in- 
terval factor is kept within certain constant 
limits section). General voltage 
increase, increase of single slow or delta 
waves and the incidence of spikey waves and 
high voltage positive discharges are found 
in the largest number of cases (63% to 
84%) following shock treatment though the 
same cases are not necessarily likely to show 
each of these types of changes. High voltage 
slow bursts (Fig. 1) and long slow runs are 
present in 33% and 45% of cases respec- 
tively. It is remarkable that extreme general 
slowing of alpha wave frequencies by 2 to 4 
per second occur only in 18.1% of cases and 
that those (9.1%) who have had high fre- 
quency waves to start with do not lose that 
feature under shock nor do they undergo 
general slowing (fig. 2). These individuals 
are found instead (not shown on the table) 
to show particularly high voltage bursts of 
slow waves (3 to 34 per second) with their 
regular high frequency waves superimposed 
upon them. This differential response of the 
brain to shock is a feature that bears investi- 
gation. 


(see next 


That shocked areas (temporal areas) will 
show special high voltage slow bursts may 
not be surprising, but what is surprising is 
that a large number of cases do not show that 
effect at all. Some but not all of these cases, 
however, received only a few shocks or a 
long interval had followed the last shock 
treatment before the EEG was taken. This 
might account for the disappearance of local- 
ized shock effect (see next section). Boshes 
et al.(4) first drew attention to this phe- 
nomenon of bursts in shocked areas as against 
its lack in unshocked homologous areas, but 
the disappearance of this localized phenome- 
non into the generalized slowing in all parts 
of the brain after a few initial shocks, as they 
have found, is not borne out by our studies. 
Localized bursts followed a few shocks or 
many shocks or were present long after a 
large number of shocks were administered. 
Sometimes these localized bursts cannot be 
distinguished from generalized slow bursts. 


| [uly | 
| 
| 
| 
| 
| 
| 
| | 
| 
| 
| 
| 
| 
| | 
| 
| 
4 
} 


luly 1945] B. K. BAGCHI, R. W. HOWELL AND H. T. SCHMALE 51 
ving Nor did we find, unlike the report by the graphic similarity between an epileptic and 
fer- previous authors on 5 cases, any noticeable a shocked brain. It is unprofitable to specu- 
. It § bilateral asymmetry between the so-called late now in absence of further evidence 
alo- dominant and non-dominant hemispheres by whether or not the fundamental neurophysi- 
the way of the presence of lesser voltage in the ological process underlying this phenomenon 
Jin- & dominant hemisphere (left) in 75% of our’ is the same. The presence of a large number 
tant | 44 cases before the administration of shock. of spikes and positive discharges after shock, 
tage } Of the remaining 25% of. cases, 55% (6 however, is confirmatory evidence. 
ielta | cases) had a right-sided voltage predomi- 2. The Relationship Between Shock In- 
and nance. After shock no such asymmetry was terval Factor and Postshock Electroencepha- 
und noticed. lographic Changes.*—In 44 cases having pre- 
to § 
TABLE 1 
how fF CLASSIFICATION OF ELECTROENCEPHALOGRAPHIC CHANGES FOLLOWING ELEcTRIC SHOCK 
tage 
Percent of 
5 are Total No. Number cases 
aaa of cases Type of change —_—— 
pec- 44 General voltage increase, 25% to 150%..........eeeeeeee 28 63.6 
and 54 High voltage bursts (3-4 p.s. and 5-7 p.s.)..........0005 18 33-3 
fro I (a) Marked and very frequent in any 10-30 sec......... 14 25.9 
~ ’ (b) Moderate and less frequent (once or several times 
lergo 44 Long slow wave runs (3-7 p.s.) for I-3 seconds in any 
44 Increase or incidence of single delta waves (3-4, 5-6, 7-8 
vesti- 44 General slowing of fundamental alpha wave band by 2 to ‘ 
. 44 Retention of or emphasis on high frequency band (14-18 
may § 44 Spikey waves, medium to high voltage positive discharges, 
ne is | diphasic spikes, broad-based, cone-shaped waves of 
> 4 positive sign (slow, or normal) in any 5-60 sec... 37 84.0 
or a 54 Abortive or genuine larval spike-and-wave pattern once in 
This (a) ° 
wwe A quite important though rare or even and postshock EEGs 10 showed marked elec- 
- - occasional feature is the occurrence of abor- troencephalographic changes, 7 moderate, 22 
matt tive spike-and-wave pattern, 2 to 3 per mild and 5 no change. The range of shock/ 
yainst second, like larval petit mal discharges in interval values (S/I) for marked electro- 
3, but 40.7% of cases after shock but not before encephalographic changes was from 22.8 
lome= (figs. 1, 2 and 3). Grinker and his co-work- to 550 (median 207), for moderate changes 
parts ers(5) but not Placella et al.(2) have found 33.3 to 300 (median go.9), for mild changes 
3 they spike-and-wave formations. We have never 9.1 to 157 (median 39.8), and for no change 
“nye seen long continuous bursts of these patterns ;. 21.4 to 100 (median 83.3). This obviously 
* or following shock. Gibbs, Gibbs and eae shows that there has been definite overlap- 
ter a have pointed out in their numerous stu 1es ping. This might indicate that shock/interval 
tered. the association of this pattern with epilepsy. 
ot be The presence of this pattern after shock in- 8 Shock/interval == Number of shocks X 100/in- 
ursts. 


dicates that there is some electroencephalo- 


terval between last shock and postshock EEG. 
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Fic. 1.—The relationship between shock /interval 
and electroencephalographic changes. 


A. Before shock. Normal 9 per second waves. 
Right frontal (R.F.) area shows some extraneous 
changes due to eye potentials. 

B. 24 hours after the second shock giving a 
high shock/interval value = 200. Notice a slight 
irregularity of the wave pattern and a few moder- 
ately slow (5 to 6 per second) single waves. Some 
extraneous potentials in R.F. Changes not shown 
here are: rare 6 to 7 per second stretches, some 
slow bursts, a few slow waves in_ temporal 
(shocked) areas and many bursts of 6 to 7 and 
2 per second waves following, not during hyper- 
ventilation. A high shock/interval value, 200, is 
associated here with mild changes because the 
shock threshold has not yet been reached. 

C. 72 hours following the fifth shock, giving a 
high shock/interval value: 166.6. (See page 51 for 
explanation. Note the“high voltage bursts of 6 to 
7 per second waves and of abortive spike-and- 
waves, 2 per second underlined. These bursts come 
from all areas simultaneously every one-half min- 
ute to one minute. Other shock effects not shown 
here are: many high voltage positive discharges, a 
general voltage increase and a very marked hyper- 
ventilation effect. Except for these stretches con- 
taining bursts this patient (C.F.) has retained, on 
the whole, her preshock general frequency of 9 per 
second. The shock threshold was reached at the 
fifth shock or earlier. 

D. 7 days following the fifth shock giving a 
relatively low shock/interval value: 71.5. A dis- 
appearance of most of the shock effects and a 
resumption of the preshock pattern is evident. 
Changes not shown here are: rare 6 to 7 per 
second stretches of some cone-shaped positive 
spikes, a few abortive spike-and-wave patterns, and 
an inconspicuous hyperventilation effect. This pa- 
tient is regarded as having had a rather low shock 
threshold with a marked postshock effect, and 
short subsidence time. Time and 50 microvolt 
calibrations are marked on this and the succeeding 
records. 
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unrelated to electroencephalo- 
graphic changes, but this is not so. The over- 
lapping might be due to (1) faulty qualita- 
tive classification of degrees of electroen- 


values are 


A. LM 
WAI 


LM 

= 


] 
0 
iste 
Fic. 2.—Differential electroencephalographic 
changes following electric shock. 


A. Before shock. Normal 9.5 to 10 per second 
waves in the left motor and left occipital areas. 

B. 11 days following 10 shocks giving a moderate 
shock/interval value: 90.9. Note the general slow- 
ing of the frequency of the waves to 7 to 8 per 
second of high voltage waves with interspersing 5 
per second waves.. This pattern has persisted 
throughout the whole recording. Note the under- 
lined diphasic spikes, some positive discharges, two 
underlined broad spike and-wave patterns of 3 per 
second frequency. During the recording many 
single 3 to 4 per second waves are noticed but 
no slow high voltage bursts, nor was there a 
remarkable hyperventilation effect. This patient 
is regarded as showing a general slowing of the 
alpha band and a moderate shock effect. 

C. Another patient. Before shock. Shows a 
high frequency, 13 to 16 per second, of rather sharp 
waves. An abnormal epileptoid record. 

D. 5 days following 10 shock treatments, which 
gives a high shock/interval: 200. The high fre- 
quency waves are retained after shock. High 
voltage slow wave bursts 3 to 3.5 per second occur 
every few seconds superimposed by high fre- 
quency waves. No appreciable general slowing 
is noticed as was true in the previous case. These 
features have persisted throughout the record. 
Changes not shown here are: high voltage slow 
bursts in both temporal areas, and some hyper- 
ventilation effect. This shows a marked shock 
effect. 


cephalographic changes, or (2) the intrinsic 
variability of the patient’s response to shock. 
While the first is not impossible, it is not 
entirely probable. That the second is true is 
borne out by the following considerations. 
If marked and moderate electroencephalo- 
graphic postshock changes are grouped to- 
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gether, 14 out of 17 cases (82.3%) fall 
within the range of 85.7 to 550 shock/interval 
values and 19 out of 22 cases (86.3% ) show- 
ing mild electroencephalographic changes do 
not even attain the low end of the previous 
value for marked and moderate electroen- 
cephalographic changes, that is, not as high 
as the 85.7 shock/interval value. Five no 
changes range between 21.4 to 100 shock/ 
interval values. This analysis shows that 
there is a definite trend for the higher shock/ 
interval values to be associated with marked 
or moderate postshock  electroencephalo- 
graphic changes. The 3 reversals (that is, 
low shock/interval values being associated 
with marked or moderate electroencephalo- 
graphic changes) can only mean that in these 
cases electroencephalographic changes have 
taken a longer time to subside than in those 
cases who have similar shock/interval values 
but have shown fewer electroencephalo- 
graphic changes. But it can be reasonably 
assumed that if postshock EEGs had been 
taken earlier in the reversal cases than they 
were, the electroencephalographic changes 
would have been found in similar or greater 
amounts. With increasing postshock interval 
there should be a progression from greater 
to lesser changes. The 3 reversals in the mild 
group and 2 cases in the no change group 
having high shock/interval values but mild 
or no changes seem to indicate that there is 
either the factor of high shock threshold or 
that of quick subsidence time operative in 
these cases. In other words, unless an ade- 
quate number of shocks is given (shock 
threshold) or a postshock EEG is taken 
after the last shock treatment, the 
moderate or marked changes are not likely to 
be found. This is also responsible for the 
fact that (1) high shock/interval (S/I) 
values in 3 of our cases are associated 
with only moderate electroencephalographic 
changes and not marked electroencephalo- 
graphic changes, and (2) that there is a very 
wide range of shock/interval values covering 
marked and moderate changes. The shock 
threshold or the subsidence time is likely to 
vary from patient to patient. One to § shocks 
have been found to be the shock threshold 
value in some cases. Those who have had 
no more than the threshold number of shocks 
usually show a quick subsidence time, that 


soon 


is, their postshock electroencephalographic 
changes disappear quickly and the record 
returns to normal ® (Fig. 1). 

Of those who had marked voltage in- 
crease, 77.8% have high shock/interval 
values (over 85) although the reverse is not 
always true. Those who had a moderate in- 
crease in voltage have a wide range of shock/ 
interval values. The reasons for lack of con- 
sistency in some of these cases are the same 
as given previously in regard to total electro- 
encephalographic changes, namely, individual 
differences in (1) shock threshold and (2) 
subsidence time. 

For 16 cases who exceeded 87.5 shock/ 
interval values we wanted to see whether or 
not their preshock electroencephalographic 
records (normal, borderline or abnormal) 
had anything to do with the postshock elec- 
troencephalographic changes (marked, mod- 
erate, mild or no change). In common with 
other workers(7) we have found some 
individuals who show some relationship ; 1.e., 
the more abnormal the preshock EEG, the 
more noticeable the postshock electroen- 
cephalographic effect. But when the differ- 
ence between the two distributions is checked 
by the chi square method, it is not found to 
be statistically significant at the 5% level. 
It is possible that a study based on a large 
number of cases might establish significance. 
But if we hold the shock/interval value over 
87.5 and compare the normal preshock 
electroencephalographic group with the bor- 
derline-abnormal preshock electroencephalo- 
graphic group we find the latter group (bor- 
derline-abnormal) differs from the former 
groups (normal) in having a greater amount 
of abortive spike-and-wave patterns under 
shock. Statistically this difference is not 
significant at the 5% level (.05), P (prob- 
ability) being .10. That is, there are 10 
chances in 100 that the borderline-abnormal 


® Shock threshold refers to the number of shocks 
adequate to initiate quite noticeable electroenceph- 
alographic changes and not the number of shocks 
needed for very electroencephalographic 
changes or for continuing marked electroencephalo- 
graphic changes. The term threshold is used in this 
special sense because some form or other of electro- 
encephalographic changes transient for an hour to 
twenty-four hours is noticed even after the first 
shock. It is difficult under our procedure of taking 
postshock EEGs to determine the exact threshold 
for each patient. 
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group having more spike-and-wave patterns 
under shock than the normal is due to chance 
factors. In other words, although there is 
not conclusive evidence for a difference be- 
tween these two groups in reference to spike- 
and-wave, there is a high probability that the 
borderline-abnormal group would show this 
characteristic more than the normal group. 
This result ties up with our previous obser- 
vation of a certain similarity between the 
epileptic and the shocked brain. 

Out of 22 cases *° showing shock/interval 
values of 100 or over, 12 (54% ) have special 
bursts in shocked areas, that is, the temporal 
areas, and of the 32 cases having less than 
100 shock/interval values, 9 show bursts of 
shocked areas. Six of these g had shock 
interval values as low as 50 or less. Here 
again the factor of low shock threshold or 
prolonged subsidence time (Fig. 3-B) is 
operative in relation to the phenomenon of 
special bursts in shocked areas. On inspec- 
tion it is found that the low shock/interval 
values are due either to the small number 
of shocks (3 to 4) or long time interval 
even with a large number of -shocks. For 
those who did not have any localized shock 
effect even with high shock/interval values, 
high shock threshold (i.e., physiological re- 
sistance) or even quick subsidence time has 
to be postulated. The former or the latter 
fact can also easily explain the cases with 
low shock/interval values and no localized 
change. 

Those 8 patients who have shown distinct 
general slowing of the alpha band following 
shock, have in most cases fairly high shock 
interval values and are evenly divided be- 
tween normal and borderline-abnormal pre- 
shock EEGs. Shock/interval values are also 
high for 4 patients with high frequency band 
although only 1 out of the 4 had a normal 
preshock EEG. 

3. The Relationship Between the Preshock 
EEG and the Psychiatric Classification.— 
Table 2 shows that 50% of the whole group 
of 44 have normal preshock EEGs and 50% 
have either borderline or abnormal EEGs. 

Coming to the five sub-groups, it is noticed 


10 Six cases having no preshock EEG are in- 
cluded here under the assumption that they did not 
have localized bursts of the temporal area before 
the shock treatment. 


that psychoneurosis with obsessive-compul- 
sive features and depression have the highest 
preshock electroencephalo- 
(80%), and psycho- 


percentage of 
graphic abnormality 
neurosis with depression alone the lowest 


Fic. 3.—Electroencephalographic changes follow- 
ing electric shock, 

A. Before shock. A high frequency (15 to 16 
per second) and a slow frequency (5 to 6 per 
second) are mixed. This is an abnormal record. 
Some eye potential artifacts are seen in the R. F. 
lead. 

B. 35 days following 8 shock treatments giving 
a low shock/interval value: 22.8. Note the ex- 
tremely high voltage 2 per second bursts combined 
with a general slowing. This character appears in 
any 10 second stretch of the record. Note also 
some positive discharges and some abortive 2 per 
second spike-and-wave patterns. There is a 100° 
reversal of phase in the R. F. area which is prob- 
ably genuine and not due to eye potential artifacts. 
This patient is regarded as showing a marked 
shock effect and a prolonged subsidence time. It 
is assumed in this case that a marked shock effect 
occurred long before this record was taken and if 
an EEG had been obtained soon after the last shock, 
many more changes would have been found, also 
the shock/interval value would have been much 
higher. If the electroencephalographic changes had 
not been pronounced soon after shock, they could 
not be as marked now as they are here thirty-five 
days following the last shock. 

C. Another patient. 6 days after 10 shocks, giving 
a high shock/interval value: 166. Note the posi- 
tive discharges, broad diphasic spikes and some 3 
per second abortive spike-and-wave patterns. This 
patient did not have any preshock EEG with which 
to compare the postshock changes. 


(25%), schizophrenia with depression being 
the second in the group with 62.5% border- 
line-abnormal EEGs. Are these differences 
between groups real? The probability values 
based on chi square as between group pairs 
are rather high—over .30 and not proved 
significant with two exceptions. Nor are 
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the values representing the exceptions proved 
significant at the 5% level, yet these values 
indicate that there is a high probability for 
schizophrenia with depression to be in the 
borderline-abnormal electroencephalographic 
group more than psychoneurosis with de- 
pression (.20) and for psychoneurosis with 


case of those who had borderline-abnormal 
EEGs than in the case of those who had 
normal preshock EEGs (45.5%). The prob- 
ability (P) of difference between these two 
groups is .10. This means that, although 
there is not any conclusive evidence that bor- 
derline-abnormal EEGs are associated with 


TABLE 2 


PresHOCK ELECTROENCEPHALOGRAM AND PSYCHIATRIC CLASSIFICATION 


Classification of boderline and 


abnormal 
Preshock EEG ‘Mildly Inde- 
A— TS epileptoid Epileptoid terminate 
Normal Borderline Abnormal pattern pattern pattern 
classification ZS No % No. % No. % S* No % No %& No. % 
1. Schizophrenia with de- 
oe 8 3 375 4 500 I 125 625 4 500 0 oO I 12.5 
2. Schizophrenia without 
depression ....... 15 8 53.3 3 200 4 267 467 1 67 3 200 ¥$ 200 
3. Psychoneurosis with 
depression ....... 6 350 I 12.5 250 I 125 125 
4. Psychoneurosis obses- 
sive-compulsive and 
depressive features. 5 I 200 1 200 3 600 8.0 2 400 I 200 I 200 
5. Endogenous depression : 
manic depressive, in- 
volutional ........ 8 4 500 3 375 1! 125 500 2 250 1 125 I 125 
TOE cceswenat 44 22 500 12 27.3 10 22.7 500 10 227 6 136 6 13.7 
TABLE 3 


RELATIONSHIP BETWEEN TYPES OF PRESHOCK EEG’s AND THE EFFICIENCY OF SHOCK TREATMENT 


Status at discharge 


Made No Im- Re- emciency "efficiency 
worse change proved covered Tot. total weight if ali had % of 
Type No wt.—1 ° +1 +2 wt.* number recovered efficiency 
I 3 15 3 20 0.91 2 45.5 
Borderline and abnormal... 22 oO 6 8 8 24 I.I 2 55.0 
Mildly epileptoid and epi- 
leptoid pattern ......... 16 0 5 5 6 17 1.2 2 60.0 
Indeterminate ............ 6 oO I 3 2 7 1.17 2 58.5 
* See page 50 for explanation. For example, total weight for patients with normal EEG; 1 times — 1 = — 1; 3 times o 
=o; 15 times +1=+15; 3 times +2—=—+6; Total=z20. Index of efficiency of treatment of patients with normal 
EEG: = =.91; index of efficiency of treatment of those patients if all had recovered: G+3+15 +3) xXa= 8 
2 


= 2; therefore, percentage of efficiency of treatment of all patients with normal EEG’s: 


obsessive-compulsive and depressive features 
to be in the borderline-abnormal group more 
than any of the other three groups (.20, .15, 
.20). The relationship of this to the effi- 
ciency of shock treatment will be discussed 
in the next section. 

4. The Relationship Between Preshock 
EEGs and the Efficiency of Shock Treat- 
ment.—Table 3 shows that the efficiency of 
shock treatment is greater (55%) in the 


-QI 10 
2 x. = 45.5%. 


a higher percentage of efficiency of treat- 
ment, there is a strong possibility that the 
former is associated with the latter. Why 
the borderline or the abnormal brains, as a 
group, are likely to profit more from shock 
treatment than the normal brain is a question 
that cannot be easily answered. If this differ- 
ence were seen in a larger sample, the ques- 
tion would still be open as to whether there 
is something intrinsic in the cortical electro- 
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dynamics or whether there is some other 
factor that is responsible for the differential 
improvement following shock. Section (0) 
throws additional light on this question. 

5. The Relationship Between the Number 
of Electric Shocks and the Efficiency of 
Treatment.—There seems to be a tendency 
for patients receiving 4 to 6 shock treatment 
to profit more from the treatment than those 
receiving a smaller (1 to 3) or higher num- 
ber of electric shocks (7 to 15). Statistically, 
however, differences in percentage of eff- 
ciency between any two of the groups are 
not proved significant. But it is worthwhile 


AND ELECTRIC SHOCK [ July 
shocked group. The efficiency of treatment 
of the control group '! was 30.5%, and that 
of the shocked group 49% indicating a better 
result for the latter group. This difference 
is statistically significant at 2% level. In 


other words, we are reasonably safe in saying 
that not chance factors but real factors are 
operative to make the electric shock group 
profit more from shock treatment than the 
non-shock control group from pure psycho- 
therapy. This is not an argument against 
psychotherapy but for electric shock. 

The follow-up reports lend some strength 
to the results obtained. Thirty out of 39 


TABLE 4 
INDEX OF EFFICIENCY OF ELECTRIC SHOCK TREATMENT AT TIME OF DISCHARGI 
Status at discharge 
atts Index of * Index of 
Made No Im Re emciency efficiency 
worse change proved covered Tot tal weight if all had % of 
Psychiatric classification No wt. — I + 1 numt recovered efficiency 
1. Schizophrenia with de- 
ee 10 oO 2 7 I 0 0.90 2 45.0 
2. Schizophrenia without de- 
17 I 5 8 3 13 0.765 2 38.2 
3. Psychoneurosis with de- 
Ee 10 I I 6 2 9 0.90 2 45.0 
4. Psychoneurosis-obsessive- 
compulsive and depres- 
5. Endogenous depression, 
manic-depressive, invo- 
OS eee 10 0 2 5 3 II 0.91 2 45.5 
54 2 10 20 13 0.98 2 49.0 


* See page 50 for explanation. 


to remember the influence of this variable 
in shock study. ~ 

6. The Relationship Between Types of 
Mental Disorder and the Efficiency of Shock 
Treatment.—Table 4 indicates that the per- 
centage of efficiency of treatment of the 
group as a whole (5.4 cases) is 49% as com- 
pared with recovery which is 100% efficiency. 
Apart from other merits this result itself 
speaks well for electric shock therapy. 

In order to determine the relative efficiency 
of electric shock we have compared this 
result with a control group of 64 unshocked 
non-organic, non-behavior cases who _ be- 
longed to our five psychiatric groups and who 
had been admitted like the shocked group 
for observation and treatment. They received 
no shock treatment but psychotherapy in all 
its forms for three to four weeks like the 


patients who could be reached within one 
year after discharge have maintained the 
benefit from treatments (24 retained im- 
provement and 6 got better) ; 2 relapsed and 
7 were as ill as before. 

If we examine the sub-groups (Table 4) 
we find that patients with psychoneurosis 
and obsessive-compulsive and depressive 
features have as a group profited most from 
the treatment, the percentage of efficiency 
being 78.5, while the other groups have about 
the same low percentage of efficiency (38 to 
45%). Difference in the mean improvement 
and hence in the percentage of efficiency of 

11 Made worse =2 cases, no change = 27, im- 
proved = 29 and recovered = 6; total = 64. Total 


Wt. = 30, Index of Eff. —32 — 61, % of Eff.= 
64 
= 30.5%. See footnote, Table 3. 
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treatment between group one and four and 
also between group two and four (Table 4) 
is statistically significant at the 5% level as 
shown by the small sample theory as outlined 
by R. A. Fisher.'* That is, the fact that the 
percentage of the efficiency of treatment as 
exhibited in the psychoneurosis, obsessive- 
compulsive and depressive group, is more 
than in the other two groups is not due to 
chance factors but most probably to real 
factors. And when we remember that it is 
this group that had the highest percentage of 
borderline-abnormal preshock EEGs (80% ) 
(Table 2), we can draw the conclusion with- 
in the limits of our experiment that it is not 
all electro-cortically abnormal mental patients 
nor all types of mental cases but a particular 
type of mental patient (psychoneurosis with 
obsessive-compulsive and depressive features 
with the highest percentage of electrocortical 
abnormality ) that offers as a group the high- 
est possibility of improvement from electric 
shock. Whether this conclusion will be valid 
for a larger number of mental cases can be 
established only after further research. 


COMMENT 


There is evidence from our observations 
that although there is a certain uniformity of 
postshock electroencephalographic changes, 
the type and degrees of such changes are not 
universal. The amount of alpha waves (84 
to 124 per second) has been reduced in favor 
of single or serial slow waves or high voltage 
bursts in a very large number of cases, but 
it is not necessarily true that there has been 
a consistent slowing of the alpha band in 
such cases. The latter phenomenon is found 
in only 18% of the cases (Fig. 2-B). This 
phenomenon is not caused invariably by a 
large number of shocks, as many patients 
having the same or more shocks with their 
postshock EEG taken within a week, do not 
show such changes. Nor is this due to the 
type of EEG before shock because about 
half of them had normal and the other half 
borderline-abnormal preshock EEGs. Nor 
has it anything to do with the psychiatric 
classification because all the clinical syn- 
dromes are about equally represented. And 
yet it is noted that this general slowing or 


12 Differences between 
proved significant. 


other groups are not 


lack of general slowing may be definitely 
and predominantly associated with high volt- 
age single slow waves or slow bursts or high 
voltage bursts of the usual waves. All these 
findings taken together make it seem likely 
that the general slowing of the alpha band 
on the one hand and the single or serial slow 
waves or slow wave bursts on the other are 
expressions of two slightly different neuro- 
physiological events. This seems more plaus- 
ible from the fact that those who have a 
preshock high frequency type of wave do not 
markedly exhibit a generalized slowing fol- 
lowing shock but high voltage slow bursts 
superimposed with high frequency waves. 
These slow bursts disappear after a certain 
length of time leaving the original high fre- 
quency waves. Up till now this difference has 
not been clearly pointed out. 

It is not possible to determine the reason 
for the following phenomena encountered 
in some patients: (1) low shock threshold 
(very few shocks causing much electroen- 
cephalographic effect), (2) high shock thres- 
hold (very many shocks needed for electro- 
encephalographic effect), (3) short sub- 
sidence time for electroencephalographic 
changes, (4) long subsidence time for such 
changes, (5) initial voltage increases with- 
out much slowing, (6) high shock threshold 
with some slowing in combination with many 
alpha sine waves but without appreciable 
voltage increase, and (7) pronounced post- 
shock hyperventilation effect or no hyper- 
ventilation effect. It is found that neither 
the low nor the high shock threshold is neces- 
sarily connected with normal or abnormal 
preshock EEGs. The voltage of the shock is 
not responsible as its effective range is 
limited. Nor is there any connection ap- 
parent between a low shock threshold and 
long subsidence time. It is likely that a 
vulnerable brain is a perseverating brain, 
but the low shock threshold has not always 
been connected in our experience with long 
subsidence time (Fig. 1-D). Voltage increase 
without the slowing of frequency following 
shock is thought by some (discussion by 
Gerard in 4) to be due to an increase in 
brain metabolism. And the voltage increase 
with concurrent slowing of frequency is con- 
sidered by others (4) to be due to a decrease 
in brain metabolism. But as Gerard (4) 
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maintains, the shock effect cannot be ex- 
plained in such simple terms. We feel that 
a decrease in metabolism cannot explain the 
incidence of many other shock effects—in- 
crease in positive discharges, spikey waves, 
rare spike-and-wave patterns, lack of hyper- 
ventilation effect, etc. 

We have taken follow-up EEGs in 4 cases, 
5 to g months following shock treatment. 
Like other workers we find that although 
most of the pronounced initial electroen- 
cephalographic changes have disappeared 
there are still mild but noticeable residuals 
and these cases had either maintained their 
psychiatric improvement or recovered. 

Finley and Campbell(13) have noticed 
a significant difference in the character of 
EEGs between a normal control group (215) 
and a schizophrenic group (500). The 
former group has 30% (22% and 8%), the 
latter 60% (34% and 26%) of borderline 
and abnormal EEGs. While our two schizo- 
phrenic groups (23 cases) have 52.1% of 
borderline-abnormal preshock EEGs, the 
total group of 54 (schizophrenic and non- 
schizophrenic) have 50% borderline-abnor- 
mal EEGs. Our group of psychoneurosis 
with obsessive-compulsive and depressive 
features has the highest percentage (80% ) 
of preshock borderline-abnormal EEGs. This 
result is in general agreement with that found 
in a group showing obsessive-compulsive 
states observed by Placella and Nagler(14). 
Gibbs et al.(3) have also noticed many ab- 
normal EEGs in the schizophrenic group. 
However, previous studies(6, 7, 9, 10, I1) 
of mental patients have been conflicting, 
some finding no electroencephalographic ab- 
normality, others some abnormality. This 
difference in results among workers is due 
either to (1) sampling of cases or (2) elec- 
troencephalographic evaluation. The estab- 
lishment not of simplified but of detailed uni- 
form norms and their general acceptance 
would do away with one of the two reasons 
for discrepancies between the results of dif- 
ferent workers. 

In regard to percentage of efficiency of 
electroshock treatments of the 12 cases re- 
ported by Grinker ef al. we find by applying 
our weights to their data that it amounts to 
66.5% whereas ours is 50%. The whole 
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group of 108 cases of Smith et al.(1) would 
yield about 65% efficiency and their manic- 
depressive-depressed group and involutional 
group (69 cases) would yield about 80% 
efficiency, whereas our similar group showed 
only 45.5% efficiency of treatment. This dif- 
ference again might be due to sampling dif- 
ferences or to certain differences in qualita- 
tive evaluation of the status of improvement. 

It is recognized by different workers that 
psychotherapy is a needed adjunct to shock 
therapy. Both the methods have been com- 
bined in our cases. In fact, shock therapy is 
in itself a form of psychotherapy. While we 
cannot hold that the improvement immedi- 
ately following the shock treatment is in the 
main attributable to psychotherapy its main- 
tenance after discharge has been we believe, 
greatly helped by the latter. 

This brings us to the question of the 
mechanism of improvement. A purely psy- 
chological or physiological explanation would 
be inadequate in this regard. One would 
hypothecate that a disruption of habitual pat- 
terns of neural discharge and a reorganiza- 
tion of new patterns in the cortex or in the 
subcortex following shock is responsible for 
improvement, but this hypothesis needs cor- 
roboration. The connection between this hy- 
pothesis and the electroencephalographic 
changes obtained needs to be shown, which 
has not been done. Nor it it entirely correct 
to state that it is only the memory defect 
(organic brain syndrome) consequent upon 
shock that causes previous unpleasant or un- 
toward associations to disappear from con- 
sciousness, which brings about improvement. 
Most but not all of our cases of improvement 
show this memory defect to some extent at 
discharge, but a large percentage of improved 
or recovered cases in follow-up studies do 
not show this at all. A combined psycho- 
physiological hypothesis of the mechanism of 
improvement would seem to be in order, but 
at the present state of our knowledge it can- 
not be worked out in detail. The very fact 


that a particular psychiatric syndrome having § 
the largest electroencephalographic abnor- § 


mality has profited most as a group from 
electric shock treatment suggests that both 
the psychological and physiological factors 
should be considered in building an adequate 
theory of the mechanism of improvement. 
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SUMMARY AND CONCLUSIONS 


The relationships between different vari- 
ables incident to the program of electric 
shock treatment and electroencephalographic 
and clinical effects have been qualitatively 
and quantitatively worked out for 54 pa- 
tients receiving such treatment for different 
types of mental disorders. 

Different types and degrees of postshock 
electroencephalographic changes are noted. 
In general, the degree of electroencephalo- 
graphic changes varies as the number of 
shocks administered and inversely as the 
interval in days between the last shock and 
the postshock EEG. There are, however, 
definite individual differences in shock thres- 
hold and subsidence time in. regard to the 
degree of postshock electroencephalographic 
changes and also individual differences in 
regard to emphasis on some types of 
postshock electroencephalographic changes, 
rather than on others, indicating a differ- 
ential cortical response to shock. 

Fifty percent of the cases had normal and 
50% borderline-abnormal preshock EEGs. 
Some having borderline-abnormal EEGs 
show a marked degree of postshock electro- 
encephalographic changes but the difference 
between the two groups—the normal and the 
borderline-abnormal—is not proved signifi- 
cant in this respect. However, those who 
show some epileptoid features in their pre- 
shock EEG tend to exhibit rare or occasional 
larval spike-and-wave pattern following 
shock more than the normal group. A defi- 
nite electroencephalographic similarity be- 
tween the epileptic and shocked brain is 
noted. 

There is some tendency for the psycho- 
neurosis with obsessive-compulsive features 
and depression to be more in the borderline- 
abnormal preshock EEG group than schizo- 
phrenia with depression or psychoneurosis 
with depression. 

Following a simple system of weighting 
degrees of improvement, lack of improve- 
ment and relapse, and calculating the index 
of efficiency of treatment and then the per- 
centage of efficiency of treatment as com- 
pared with recovery, it is found that the per- 
centage of efficiency of the electric shock 
treatment for the group as a whole at the 
time of discharge is 49% which indicates 


a definite improvement over the preshock 
status. A control group of 64 patients re- 
ceiving no electric.shock has demonstrated 
only 30.5% efficiency of the treatment they 
received. The difference between the results 
of these two types of treatment is statistically 
significant. Seventy-six percent of the pa- 
tients who received electric shock and who 
could be followed up between four months 
and one year following discharge have re- 
tained or bettered their improvement status. 
It is believed that psychotherapy played an 
important role in the maintenance of the im- 
provement, though not predominantly in its 
initiation. There is a statistical indication 
that patients having psychoneurosis. with ob- 
sessive-compulsive and depressive features 
and the highest preshock abnormal and bor- 
derline EEGs profit by such treatment more 
as a group than schizophrenia with depres- 
sion and schizophrenia without depression. 
There is a suggestion that patients with pre- 
shock borderline-abnormal EEGs profit more 
as a group by shock treatment than those 
with normal EEGs. 

No significant relationship has been dis- 
covered between the number of shocks ad- 
ministered and the percentage of efficiency 
of treatment. 

The necessity for working out intimate 
relationships between different variables in 
electric shock treatment for a larger number 
of patients is indicated to help in the proper 
selection of cases for treatment and the pre- 
diction of its success. The treatment of data 
as utilized in this study would greatly facili- 
tate the comparison of results from different 
clinics. 
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AMNESTIC-CONFABULATORY SYNDROME (KORSAKOFF PSYCHOSIS) 
FOLLOWING HEAD INJURY 


ARNOLD P. FRIEDMAN, M.D., ann CHARLES BRENNER, M.D. 


Boston, Mass.+ 


Confabulation is a common symptom in 
the state of prolonged confusion (acute trau- 
matic psychosis) following severe head in- 
juries. Since patients with confabulation 


| often show disorientation and loss of memory 


for recent events, they are frequently referred 
to as examples of Korsakoff’s syndrome even 


» though polyneuritis is rarely present. 


In 1887 Korsakoff(1) first described the 
conjunction of characteristic mental symp- 


' toms with both alcoholic and non-alcoholic 


polyneuritis and this was followed in 1889 
by a more extensive article on the same sub- 
ject (2). The majority (30 of 44) of Kor- 
sakoff’s cases were chronic alcoholics, but 
there was a wide variety of other conditions 
which he felt were of etiological significance : 
infections (especially post-partum 
and other pelvic infections), tuberculosis, 
intestinal obstruction, typhoid, typhus, vari- 
ous neoplasms, jaundice and the ingestion of 
lead, arsenic, ergot and spoiled corn (maize) 
as well as H.S and CO poisoning. He 
recognized the frequent occurrence of in- 
tractable vomiting in these cases, but felt 
that the common factor in all was the pres- 
ence in the circulating blood of toxins, 
whether endogenous or exogenous, and con- 
cluded that these toxins were responsible 
for both the polyneuritis and the mental 
symptoms. He was apparently somewhat in 


) doubt, even in 1889, whether the mental 
| symptoms he described could exist in pa- 


tients without polyneuritis. On one oc- 
casion he wrote that the multiple neuritis 
was present “in nearly all cases,’ but on 


1 From the Neurological Unit of the Boston City 
Hospital and the Department of Neurology of the 
Harvard Medical School. 

The work described in this paper was done under 


) a contract, recommended by the Committee on 
> Medical Research, between the Office of Scientific 


Research and Development and the President and 


| Fellows of Harvard College. 


2 We are greatly indebted to Dr. Paul I. Yakovlev 


for the translation of this article from the original 
Russian. 


the whole he seemed to favor the view that, 
although the signs of neuritis might be very 
inconspicuous in some patients, they were 
“always to be found on careful examination.” 
However, because the signs of neuritis might 
be slight, he preferred the term “cerebro- 
pathia psychica toxemica” to his original 
“psychosis polyneuritica.” As it turned out, 
neither term came into general use, and in- 
stead the name “Korsakoff psychosis” has 
come to be applied to the characteristic men- 
tal syndrome, usually with polyneuritis. 

Meyer(3) in 1904 stressed the promi- 
nence of “fabrications,” memory defects, and 
disorientation in the relatively small num- 
ber of patients who developed “protracted 
deliria’” (acute traumatic psychoses) follow- 
ing head injuries. 

Schilder(4) in 1934 studied a group of 
35 patients with acute psychoses following 
head injury. He found that following the 
initial state of coma with muscular relaxa- 
tion there was a deep clouding of conscious- 
ness with general resistiveness. This was 
followed by a stage of far-reaching disorien- 
tation in space and time with considerable 
impairment of the gestalt function. As the 
disturbance of perception, and of the gestalt 
function, and the clouding of consciousness 
subsided the picture of a Korsakoff psychosis 
appeared. In his series confabulations were 
occasionally present after memory had re- 
turned to normal. 

According to Bowman and Blau(5) cere- 
bral symptomatology following severe head 
injury may be more or less demarcated into 
three stages: (1) coma; (2) state of de- 
lirium, twilight state, stupor or apathy; (3) 
amnestic confabulation or Korsakoff psycho- 
sis. These stages are not always clearly 
demarcated from each other, vary in dura- 
tion, and may not appear in all cases. The 
Korsakoff picture when present lasts longer 
than the first two stages. The behavior of 
such patients is variable and may be orderly, 
apathetic or restless. Disorientation as to 
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place and time is most noticeable and is 
usually based on the difficulty in retention. 
Confabulation, a most prominent part of 
the syndrome, is related to disturbances in 
orientation and recent memory. It may be 
extremely variable as to content and duration. 

Merritt(6), in summarizing some of the 
more recent literature dealing with injuries 
to the head, comments that practically every 
patient with such an injury shows mental 
changes immediately after recovery of con- 
sciousness and frequently the steps to com- 
plete recovery are semi-stupor, bewilderment, 
a Korsakoff-like phase, and euphoria. 

Since the term “Korsakoff psychosis” im- 
plies the conjunction of a peripheral neuritis 
with the typical mental symptoms, while in 
head injured patients as a rule the mental 
symptoms are present alone, it seems more 
suitable to apply to the syndrome as seen 
after head injury the term ‘“‘amnestic-con- 
fabulatory syndrome.” It is the purpose of 
this paper to discuss a group of patients 
who showed this syndrome following head 
injury. 

Our report is based on the study of a 
series of 430 consecutive cases of head in- 
jury admitted to the Boston City Hospital. 
The majority of the patients were brought 
to the hospital by ambulance directly from 
the scene of the accident, and none was 
included in the series who had been injured 
longer than three days before hospital entry. 
Each patient was seen at least daily during 
the hospital stay. 

In this study the term “confabulation”’ is 
applied to the fabrication of memories in 
which the patient related with conviction 
and circumstantiality events which had never 
taken place, or gave a false coloring to those 
that had happened. This concept is sub- 
stantially the same as that of Hinsie and 
Shatzky (7). 

Of the 430 cases with head injury there 
were 40 cases with prolonged confusion of 
whom 9g showed amnestic and confabulatory 
symptoms. All 9 patients were males, vary- 
ing in age from 35 to 60 years. All but 2 
were regularly employed. A brief clinical 
history of each patient is appended. The 
following points of interest will be noted. 

Five of the 9 patients were known to be 
chronic alcoholics. Two others (H. B. and 


G. N.) drank alcohol regularly but never 
in sufficient quantities to interfere with their 
work (‘‘moderate” drinkers). One patient 
(H. J.) was reported to have drunk “very 
little alcohol since 1938.” He also had a 
good work record. The final patient (C. J.) 
was allegedly not alcoholic, but in the three 
or more months following his injury during 
which he was confused and overactive he 
received as a sedative large amounts of 
paraldehyde, which he drank with the eager- 
ness and pleasure that one is accustomed to 
see in chronic alcoholics. At any rate con- 
fabulation was first noted 35 months after 
injury, after he had received large doses of 
paraldehyde for many weeks. We are not 


aware of any reports of true Korsakoff psy- | 


chosis in a patient addicted to paraldehyde, 
but the occurrence of classical delirium tre. 
mens in such patients is of course well known. 

In the group as a whole (430 patients) 
only 90 (21 percent) were known to be 


chronic alcoholics. It is therefore clear that F 
the incidence of alcoholism is substantially § 
higher in the group of patients with amnestic. § 


confabulatory syndrome than in the group 
as a whole. As we have seen, of the 9g pa- 
tients who developed an amnestic-confabu- 
latory syndrome 7 were regular drinkers (5 
excessive and 2 moderate) and in the other 
2 there is at least some suspicion of regular 
alcoholic intake prior to injury, while in 1 


of these 2 there was considerable ingestion of f 


paraldehyde over a long period of time after 
the injury. 


The course was uniformly favorable. Al§ 
patients eventually made a full recovery andf 
in all but one case ‘a prompt one. The am§ 
nestic-confabulatory syndrome itself varied 


in duration from 2 to 44 days (average 15 
days). This is in striking contrast to the 
course in patients with true Korsakoff psy- 
chosis (amnestic-confabulatory syndrome 


plus polyneuritis). In such patients th# 


mortality rate is high (30-55 percent) and 


mental symptoms generally last for month® 


or years and may be permanent(8). 


Of the 9 patients, 6 had extensor plantat™ 
responses at some time following the injun 
and one of these had a left hemiparesis 


Seven of the 9 had pink or bloody spinal 
fluid and 3 had proven skull fractures. As 
judged by these clinical and laboratory ev- 
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dences of damage to the cranium and its 
contents it is evident that the patients who 
developed amnestic-confabulatory syndrome 
had, as a group, more severe injuries than 
average. It must be stated explicitly, how- 
ever, that there were many patients with 
severe head injuries who did not develop 
this syndrome. 

A useful index of the degree of severity 
of generalized damage to the brain caused 
by the injury is the duration of permanent, 
post-traumatic amnesia (P. T. A.). This 
is determined by questioning the patient 
about his first continuous memory after the 
accident at the time of follow-up visit one 
or more months after hospital discharge. In 
the 9 patients under discussion the duration 
of P. T. A. was less than 1 day (4 hours) 
in only I patient (a chronic alcoholic) and 
varied from 4 days to 6 weeks in the other 
8 (average for all 9, 16 days). The average 
for the entire group cannot be given exactly 
because of inadequate follow-up in many 
cases, but was less than 12 hours. 

It is of interest to compare the duration 
of P. T. A. in the 9 patients with amnestic- 
confabulatory syndrome with that in the 
31 other patients with prolonged confusion 
in the whole group. Of these 31, 9 died in 
the hospital and 4 did not return for follow- 
up visit. One of the remaining 18 patients 
had a P. T. A. lasting 120 days. In the 
other 17 patients the duration varied from 
6 hours to 23 days. The average for these 
17 patients was therefore 8 days, or just 
half that for the g patients who developed 
amnestic confabulatory syndrome. 

It is thus clear that as judged by perma- 
nent duration of amnesia for events after 
the time of injury, the 9 patients who de- 
veloped amnestic-confabulatory syndrome 
had on an average a much more severe 
degree of injury to their cranial contents 
than did the group as a whole. Again we 
emphasize that by no means did all patients 
with prolonged amnesia caused by the injury 
develop amnestic-confabulatory syndrome. 

There was no clear relationship between 
the duration of the amnestic-confabulatory 
syndrome and the maximum cerebrospinal 
fluid pressure as determined by lumbar punc- 
ture, or the presence of extensor plantar 


response. There are only 2 patients without 
blood in their spinal fluids and these had the 
briefest durations of amnestic-confabulatory 
syndrome (2 and 5 days). 

Of particular interest were the 4 patients 
(J. C., H. J., P. P., and F. M.) who con- 
tinued to confabulate after recovery of orien- 
tation. In the first 3 of these patients con- 
fabulation did not begin until after recovery 
of orientation, but each of them continued to 
have repeated, brief periods of confusion and 
disorientation, often nocturnal, which per- 
sisted with diminishing frequency for as 
long as or longer than the tendency to con- 
fabulate. In these patients therefore the 
sensorium was not constantly or permanently 
clear during the period of confabulation. 
However, at the times of examination they 
had no difficulty in accurate orientation de- 
spite their fluent confabulations about events 
in the recent past. 

The fourth patient (F. M.) began to con- 
fabulate while still disoriented, and continued 
to do so for 2 weeks after recovery of accu- 
rate orientation, uninterrupted by any tran- 
sient episodes of confusion such as were seen 
in the first 3 patients. 

The memory tests applied to these patients 
were not, unfortunately, sufficiently dis- 
criminatory to distinguish between defects in 
recent and immediate recall. Each of the 
4 patients, when orjented, had no great 
difficulty in immediate recall (4 to 5 minutes) 
as tested by repetition of digits, reproduc- 
tion of a simple test fable, or ability to per- 
sist in a simple task (subtraction of serial 
7’s from 100). Since the confabulations all 
concerned events of a few hours or days 
prior to the time of examination, it would 
appear that the ability to retain memory im- 
pressions for longer periods of time returned 
progressively in these patients and this is 
in fact in accord with general clinical ob- 
servations on patients with true Korsakoff 
syndrome. That the simple data of orienta- 
tion were retained successfully in these 4 
patients considerably before other more 
varied and complex memory traces would 
seem to favor the view that the complexity 
as well as the freshness of the memory is a 
significant factor in the ability of the patient 
to reproduce it. 
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Case 


H. B., single, white, male truck driver, aged 
55 years, was admitted June 0, 1943, 1n a state ot 
coma with multiple contusions of the face and body 
He was described as a steady worker with a 
history of moderate alcoholic intake for many years 
Six hours after admission he was conscious, but 
apathetic, disoriented, confused, and confabulated 
freely when questioned about events in the im 
mediate past. Neurological examination was not 
remarkable, but the cerebrospinal fluid was under 
pressure of 200 mm. H:O and bloody in color, 
Six days later pressure was 110 mm. and color 
yellow. The next day he was more responsive 
His behavior varied from apathy to restlessness 
with periods of confusion and disorientation. He 
was often incontinent of urine. In the month of 
July he became less restless but developed euphoria. 
He would have clear periods during the day but 
at night would usually become confused again. 
Confabulation and disorientation persisted until 
July 23. He continued to improve, was well oriented, 
responded well to questions, and was discharged 
August 3, 1943. 


C. J., married, white male, a policeman, aged 
35 years, was admitted to the hospital November 15, 
1943, in a state of coma with multiple contusions 
of the face and body. There was no history of 
alcoholism. Neurological examination was essen- 
tially normal. The cerebrospinal fluid was pink in 
color and the pressure was 150 mm. H:O. He 
recovered from coma 3 hours later, but was 
markedly confused, disoriented, irritable, inconti- 
nent, and required repeated doses of paraldehyde 
for sedation during several weeks. He then be- 
came docile and had periods of emotional lability. 
A grand mal seizure occurred January 27. On 
February 1 he began to confabulate, stating that 
he had been out with some friends the night before 
and that he had just come back from finishing a 
large breakfast. Confabulation persisted for a 
week and then ceased and simultaneously the pa- 
tient became oriented but still showed periods of 
irritability and restlessness. He gradually improved 
and was discharged March 14, 1944, still slightly 
euphoric and with some emotional lability. 


J. C., married white male, a laborer, aged 41, 
was admitted to the hospital September 5, 1942, 
in a state of semi-coma with laceration of the scalp, 
linear fracture in left temporal region and a cerebro- 
spinal fluid pressure of 120 mm. H,O, pink in 
color. Neurological examination showed a Babinski 
sign on the right. He had a history of chronic 
alcoholism and of a mild, acute, paranoid, psychotic 
episode in 1936. During the early course of his 
stay in the hospital was drowsy, disoriented and 
restless. He was often incontinent of urine. From 
September 15 on he was correctly oriented for 
person, place and time, but was still incontinent 
of urine at times until October 1 and occasionally 
required restraints at night during episodes of 
confusion, probably with hallucinations. He first 
confabulated on September 22 and persisted in his 


confabulation for day: Most of the content 
involved’ visiting friends and going out of the 
hospital for work, ete. He improved slowly and 
after October 1 was consistently lucid and co- 
operative. He was discharged relatively asympto- 
atic with a normal mental state October 21, 1942, 

H. J., a married, white male, a special police 
officer, was admitted to the hospital October 3, 
1943, in a state of coma with laceration of the 


calp. The cerebrospinal fluid was under pressure 
of 250 mm. H:O and was bloody in color. There 
was a fracture of the left frontal region. He was 


wliceman in the Navy Yard and had a good 
work record. There was no history of alcoholism 
mptoms, nor any family 
istory of psychiatric abnormalities. For the first 
} 


or mental or nervous 


few days following trauma patient was oriented 

d had d insight into his condition. However, 
on October 7 he became confused, combative and 
restless. Four days later he became somewhat 


lethargic and confabulated freely. When questioned 
ie gave accurate data of time and place, but a 
few minutes later tried to get out of bed, calling 
out that he was going to work, stating that he had 
been out to dinner with a friend, that he had gone 
to the Lodge, and that he had returned early that 
morning. He further reported visits with various 
friends and told of the various things he had been 
doing. This persisted until October 18, but through- 
out this period the patient was oriented for time, 
place and person for the most of the time, although 
he still had periods of confusion until October 22. 
Thereafter he improved y although he had 
nfusion. After Octo- 
ber 26 he was well oriented, amiable, and responded 
well to questions. He was discharged on Novem- 
ber 17, 1943. 


several periods of nocturnal 


G. N., married, white male, an accountant, aged 
48 years, was admitted to the hospital January 20, 
1943, a half hour after having fallen down two 
flights of stairs. On admission he reacted only 
to painful stimuli. The right upper eyelid was 
ecchymotic, but there was no other external evidence 
f injury to the head. Neurological examination 
revealed a left Babinski. Lumbar puncture yielded 
grossly bloody fluid under pressure of 300 mm. 
water. Past history was not remarkable except 
for moderate alcoholic intake for many years 
which had never interfered with his work. Im- 
mediately following hospital entry patient was 
drowsy, apathetic and incontinent of urine with 
occasional periods of restlessness. These symptoms 


persisted during the first 10 days. At that time § 


a bilateral, subtemporal exploration was performed 
and a right subdural hematoma evacuated. Four 


days after operation he was first noted to con- 


fabulate and this persisted for 6 days. During § 
this time he was overactive, talkative and euphoric § 


and required mechanical restraints at times. He 
was still disoriented for time and place, but no 


longer for person. Thereafter improvement was & 


rapid, and by the time of discharge (10 days after 
confabulation had stopped) he was oriented, alert 
and well behaved. There was a persistent intellec- 
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tual deficit for several months, however, and patient 
was unable to return to full work as an accountant 
until September 1943. 


P. P., a 58-year-old, white, married male who 
was struck by a taxi October 8, 1942. On admission 
to the hospital he was drowsy but responsive and 
was oriented for place, but not for time or person. 
There were multiple scalp lacerations. Neurologi- 
cal examination was essentially negative. There 
was a past history of chronic alcoholism and sev- 
eral previous head injuries. Lumbar puncture 
yielded clear fluid under normal pressure (140 
mm.). Two days after entry patient was described 
as disoriented, expansive and rambling in his con- 
versation, but confabulation was not noted until 
2 days later. By this time (October 12, 1942) 
patient was accurately oriented, but throughout this 
period was restless, irritable, often required me- 
chanical restraint, and was incontinent of urine. 
By October 17 confabulation had disappeared, pa- 
tient was continent of urine and no longer required 
restraint. Four days later he was discharged to 
a chronic hospital. 


J. O., a 43-year-old, white, married male fell 
down a flight of subway stairs November 29, 1942. 
On admission to the hospital an occipital lacera- 
tion was noted. The right pupil was larger than 
the left and there was a left Babinski. He was 
drowsy, but could be roused by painful stimuli or 
shouting. He responded imperfectly to questions 
about data of orientation. There was an odor of 
alcohol on patient’s breath and he was reported 
to be a chronic alcoholic. Lumbar puncture yielded 
pink fluid under pressure of 215 mm. During 
the first 3 days patient was roused only with 
difficulty and he remained somewhat drowsy until 
December 15. On the second hospital day con- 
fabulation was first noted and this persisted until 
December 20 despite gradual increase of activity 
to normal and improvement in orientation. He was 
discharged free of symptoms December 21, 1942. 


F. M., a 39-year-old, white, single male was 
struck by a truck October 6, 1942. On admission 
to the hospital he was comatose and bleeding from 
the left ear. There was a fracture of the right 
forearm. Neurological examination showed a right 
Babinski. Patient had been excessively alcoholic 
for many years. Lumbar puncture yielded bloody 
fluid under pressure of 250 mm. Patient had periods 
of restlessness, requiring restraint for 12 days after 
entry. He was drowsy at other times during the 
first week in the hospital but not thereafter. On 
October 10 confabulation was first noted and 
persisted for a month, although patient was cor- 
rectly oriented by October 24. On December 4 
he was discharged to a chronic hospital. At that 
time he was clear, cooperative and cheerful although 
still somewhat garrulous. 


W. K., a 63-year-old, single, white male fell 
down a flight of stairs August 4, 1942. He was 
alert and conscious on entry, but showed some 
elements of confusion (gave the year as 1943). 


5 


There was an occipital laceration. Neurological 
examination was normal. Patient was a known 
chronic alcoholic. Lumbar puncture yielded clear 
fluid under 160 mm. pressure. Patient remained 
in the hospital for only 2 days. During that time 
he was somewhat confused and at times inconti- 
nent of urine, and he confabulated freely. When 
seen one month later at follow-up clinic patient 
was oriented and spoke accurately and pertinently. 
Permanent post-traumatic amnesia was 6 hours. 


SUMMARY 


1. Of a total of 430 patients with head 
injury, 40 had prolonged confusion following 
the injury, and of these 9 showed amnestic- 
confabulatory syndrome during their hospital 
stay. None of the 9 showed evidence of 
polyneuritis. 

2. All 9 patients were males and 5 (55 
percent) were chronic alcoholics prior to in- 
jury. This is in contrast with the 21 percent 
incidence of alcoholism in the group as a 
whole. In addition 2 others were steady but 
“moderate” drinkers and there was some 
suspicion of alcoholism in the 2 remaining. 
One of these received large amounts of 
paraldehyde in the 34 months after injury 
prior to the development of an amnestic- 
confabulatory syndrome. 

3. All 9 patients recovered. The duration 
of the amnestic-confabulatory syndrome 
varied from 2 to 44 days (average 11 days). 
This is in striking contrast to the grave 
prognosis in patients with amnestic-con- 
fabulatory syndrome with polyneuritis. 

4. As a group the patients who developed 
amnestic-confabulatory syndrome suffered 
relatively severe injuries to cranial contents 
as judged by presence of abnormal neurologi- 
cal signs, presence of blood in the cerebro- 
spinal fluid, and duration of permanent post- 
traumatic amnesia. However, many other 
patients with equally severe injuries failed 
to develop the amnestic-confabulatory syn- 
drome. 

5. There was no clear relationship between 
duration of amnestic-confabulatory syndrome 
and the maximum cerebrospinal fluid pres- 
sure as determined by lumbar puncture, or 
the presence of extensor plantar responses. 
The 2 patients without blood in their cere- 
brospinal fluid had the briefest duration 
of amnestic-confabulatory syndrome (2-5 
days). 
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SPONTANEOUS AND INDUCED EPILEPTIFORM ATTACKS IN 
DOGS, IN RELATION TO FLUID BALANCE 
AND KIDNEY FUNCTION * 
FREDERICK M. ALLEN, M.D., New York, N. Y. 


Though this paper does not profess to up- 
hold any positive theory of the nature of 
epilepsy, the following relations between con- 
vulsive seizures in man and dog appear 
worthy of notice. 

(1) Rowntree(1) published pioneer ob- 
servations on water intoxication, induced by 
administration of water to patients or ani- 
mals, with inhibition of diuresis by posterior 
pituitary extract or by sufficiently large 
quantities of water alone. 

(2) The role of disturbed water balance 
in human epilepsy has been reviewed by 
Fay(2) and numerous other writers, but this 
theory has lacked proof and is today com- 
pletely rejected by some neurologists who 
also lack proof for their opinions. 

(3) A convulsive disorder, called epilepsy 
by veterinarians, is probably even more prev- 
alent among dogs than epilepsy is among 
mankind. The attacks follow a definite and 
precise pattern, but neurologists have en- 
tirely overlooked the opportunity offered by 
this canine disorder for experimental investi- 
gation of human epilepsy. 

(4) Our previous studies (Lundin(3), 
Marks and others) furnished the first demon- 
stration of delayed water diuresis in partially 
nephrectomized dogs. During the years from 
that time to the present we have repeatedly 
noticed that some (but not the majority) of 
dogs with partially resected (usually also 
explanted) kidneys are subject to epilepti- 
form seizures either spontaneously or on ad- 
ministration of comparatively small amounts 
of water. The pattern of the attacks is un- 
mistakably identical in these animals, and 


_in Rowntree’s water intoxication, and in the 


spontaneous “epilepsy” known to veterina- 
rians. I mentioned these observations in 
papers(4) read in 1942, and at the conven- 
tion of the American Medical Association 


1 From the Department of Physiology and Bio- 
chemistry, New York Medical College, New York 
City. 

Aided by a grant from the Committee on Scien- 
tific Research, American Medical Association. 


showed a moving picture, which is still avail- 
able for loan to persons interested in the 
character of these attacks. 

(5) Independently of these experiments, 
several neurologists(5) have recently shown 
that water administration, preferably com- 
bined with pituitary antidiuresis, can elicit 
epileptic seizures in predisposed individuals, 
and have used this as a test of latent epilepsy 
in doubtful cases, including the examination 
of army recruits. 

(6) Ignoring focal Jacksonian lesions, a 
reproduction of true idiopathic epilepsy has 
never been accomplished in experimental ani- 
mals. Such a reproduction would be the 
most valuable of all means for establishing 
the nature of epilepsy and clearing up the 
existing obscurity in many other respects. 
Our previous clinical studies of diet(6) 
agreed with all other existing knowledge 
that epilepsy cannot be on a par with such 
conditions as edema and hypertension as 
regards direct causation and control through 
salt-and-water metabolism or kidney func- 
tion; and this fact must be sufficiently ob- 
vious from the absence of association of 
epilepsy with kidney disease clinically. 
Though the relation must be more recondite 
and complex, only shallow thinking can ig- 
nore the reality of the connection between 
convulsions and water balance. Starting 
from the above-mentioned observations, this 
paper will describe experimental attempts to 
reprcduce idiopathic epilepsy, which had to 
be abandoned at the present suggestive stage, 
but which could have reached a definite con- 
clusion either positively or negatively ex- 
cept for the artificial obstacles which have 
delayed or blocked all phases of the broad 
general research of which this is an incidental 
part. 


PATTERN OF SEIZURES 


It might be imagined that dogs are subject 
to a certain type of convulsions, regardless 
of the cause. Comparisons have been made 
with uremia, rabies and strychnine poisoning, 
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none of which offer the slightest resemblance 
to the pattern which occurs uniformly in the 
spontaneous canine “epilepsy,”’ and in intoxi- 
cation with water alone or reduction of 
diuresis by pituitrin or partial nephrectomy. 
These attacks may be divided, like human 
epilepsy, into the two degrees or stages of 
petit mal and grand mal. 

The petit mal stage may consist of general 
muscle twitchings or slight spasms, or of a 
noisy semi-delirious state, with dazed stare, 
frightened behavior, wild running or whirl- 
ing, bumping recklessly into obstacles, and 
attempts to jump over walls. This may 
constitute the entire attack or may pass over 
into grand mal. 

The full convulsive state may be thus 
ushered in or it may sometimes occur sud- 
denly with scarcely noticeable warning. It 
consists of violent tonic followed by clonic 
spasms, with unconsciousness, foaming at 
the mouth, passage of urine and feces, and 
sometimes biting of the tongue. It lasts from 
one to several minutes; then the dog be- 
comes semi-conscious, struggles to his feet 
and staggers around in a dazed state, gener- 
ally silent but sometimes in a noisy delirium. 
Typically, the attack thus passes off ; the dog 
is depressed for one to several hours, either 
apprehensive and trying to hide or else dazed 
and sluggish, and then returns slowly to 
normal. Occasionally the attack may be re- 
peated within a short time. A status epi- 
lepticus of prolonged or multiple seizures is 
also possible. 


INCIDENCE 


Statistics covering not merely the pam- 
pered pets treated by veterinarians but the 
entire canine population would be of interest 
for comparison with human epilepsy, but are 
not available. Among 541 newly arrived stock 
dogs watched for 2 weeks or longer, spon- 
taneous convulsions of the type described 
were seen in I9 (approximately 2.8 percent). 
Observation of 13 of the 19 dogs was con- 
tinued for 3 months or longer, and only 2 
remained persistently subject to the attacks. 
Errors from convulsions occurring at night 
or at unobserved times are practically elimi- 
nated if there is no spilling of the food or 
water dishes, which always occurs with at- 
tacks. But it is obvious that epileptic seizures 


| July 
may be spaced at greater intervals than 3 
months or may vary with exciting causes. 

A better basis for diagnosis was furnished 
by the susceptibility to water intoxication. 
A series of 326 dogs thus tested were partly 
different from the previously mentioned 
series, because some of those observed for 
convulsions were not given water tests, and 
some of those tested with water were not 
kept under long observation for spontaneous 
attacks. Among the 19 animals with spon- 
taneous convulsions, 13 tested with 
water and all showed varying degrees of sub- 
normal tolerance. In addition, 11 dogs which 
were free from spontaneous convulsions ex- 
hibited similar degrees of reduced tolerance 
in the water tests. Eight of these latter ani- 
mals were kept under observation for 3 to 6 
months; 2 of them could sometimes be 
thrown into convulsions by strong excite- 
ment but the others remained free. The ap- 
parent fact that a reduced water tolerance in 
dogs does not fully coincide with a liability 
to spontaneous seizures may be suggestive 
regarding the reliability of the water test for 
the diagnosis of human epilepsy. 


were 


ETIOLOGY 


The following observations on predispos- 
ing and.exciting causes apply both to the 
spontaneous convulsions and to the suscepti- 
bility to water intoxication, to be described 
later. Sex is immaterial. Breed could not be 
judged; and although a predisposition of 
some high-bred types is a plausible assump- 
tion, actually the few seemingly pure-bred 
animals in the series proved insusceptible, 
while some of the most susceptible indi- 
viduals were street mongrels. Age was nega- 
tive according to experience with young ani- 
mals, for notwithstanding the supposedly 
more sensitive nervous system, puppies at 
various ages were not more susceptible to 
water intoxication, and the series of spon- 
taneous convulsions included only one puppy 
and one nearly grown dog. The seasonal 
influence mentioned by veterinary writers 
was confirmed. Doubtless more “mad dogs” 
are shot by excited policemen or citizens on 
account of harmless epilepsy than true rabies. 
This predisposition in hot weather is not 
always or necessarily due to excessive drink- 
ing, for attacks may occur when the dog is 
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not thirsty and also has not taken water for 
a considerable time. Veterinarians attribute 
convulsions to intestinal parasites or to prac- 
tically anything else that happens to be wrong 
with the dog ; but most of these animals came 
to autopsy and the presence or absence of the 
usual kinds or numbers of worms had no per- 
ceptible relation to the convulsive tendency. 
There are only speculative explanations why 
several consignments of new dogs will fur- 
nish not a single example of spontaneous 
convulsions or sensitiveness to water, and 
then perhaps half the animals in a certain 
consignment may prove susceptible. The 
most probable causes are nervous or infec- 
tious. 

Nervous influences are powerful, as veteri- 
narians state. For this reason, dogs excited 
after transit may exhibit convulsions, which 
remain absent after they have become quiet 
and contented. The commonest time for 
seizures in predisposed dogs is when they are 
let out in the yard with other dogs for exer- 
cise. In water tests, when one dog sets up 
the typical insane cries they may precipitate 
attacks in other dogs which might otherwise 
have remained non-convulsed, and this fac- 
tor must be allowed for in conducting the 
tests. In the frightened stage, a dog may bite 
if touched suddenly or by a stranger ; but he is 
not truly savage and can be picked up sooth- 
ingly by someone whom he knows and trusts 
and very often by simple petting can be pre- 
vented from passing into the convulsive stage. 
Nevertheless mere hysteria is not everything, 
inasmuch as the majority of timid or terri- 
fied dogs do not exhibit convulsions or re- 
duced water tolerance, and in water tests it 
is not uncommon for dogs of nervous tem- 
perament to be refractory and phlegmatic 
animals to be susceptible. Some of the dogs 
permanently subnormal in water tolerance 
have been of contented placid disposition. 

Distemper is the only infection known to 
have a relation to the convulsive tendency, 
and its influence, though obscure, may be 
intimate. The fits of distemper may con- 
form to the “epileptic” pattern, and dogs with 
the recognizable disease were excluded from 
the statistical series. Dogs with the nervous 
form of distemper are usually subnormal in 
water tolerance, but those with merely ca- 
tarrhal, intestinal and cutaneous symptoms 
have proved no more susceptible to water 


intoxication than normal animals in equally 
poor nutrition. A few dogs were tested after 
recovery from nervous distemper, and tests 
were made on several others with chorea 
which was supposedly a sequel of distemper, 
One convalescent and one chorea dog proved 
sensitive to water, while the others had nor- 
mal tolerance. Here even the positive exam- 
ples did not establish distemper as a cause, 
since these dogs were not tested prior to the 
distemper. Nevertheless the general impres- 
sion is in favor of the opinion of veterinary 
writers, who include distemper in the etiology 
of “epilepsy.” 

The nutritive state is apparently imma- 
terial as regards healthy leanness or fatness, 
but senile obese animals with suspected kid- 
ney impairment may be less tolerant of water. 
Dogs should not be fed on the day of a water 
test, presumably because the salts of the food 
inhibit the effect until they are disposed of. 
Longer fasting reduces the water tolerance 
slightly, but the longest fast-period tried, 
namely one week, did not make an extreme 
reduction. These statements apply to tests 
made on single days of a fast, because repe- 
titions on successive days have a sensitizing 
effect, as mentioned subsequently. 

Diet was a negative factor in comparisons 
between high protein or carbohydrate (meat 
or bread) and high salt or nearly salt-free 
rations. Notwithstanding theories of brain 
edema, this latter result was to be expected, 
because salt is known to inhibit the convulsive 
effect of water administration, while salt- 
free diet is inimical to edema. As already 
mentioned, any connection of water balance 
with epilepsy cannot be of such a simple and 
direct character as is the case with ordinary 
renal-vascular symptoms. 


PATHOLOGY 


Canine human epilepsy is recognized as 
being usually unassociated with anatomic le- 
sions. Rowntree’s studies indicated that the 
disturbance in water intoxication is func- 
tional. The autopsy findings in the present 
series were confirmatory. The mechanism of 
the water action is unknown. A flushing out 
or a dilution of some mineral constituents, 
or a specific role of the intestine or the intes- 
tinal route of absorption might be considered 
speculatively, in view of the negative effect 
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of intravenous water injections. An increased 
hydration of the body or the nervous system 
harmonizes with some theories of epilepsy, 
but the apparently complex and irregular 
character of this relation has led some neurol- 
ogists into a too rash denial of its reality. 


WaTER TEST 


The dog, unfed on the day of experiment, 
is given by tube about as much water as the 
stomach can comfortably hold, ranging from 
200 cc. for small dogs to 500 cc. for large 
ones. This “dose” is repeated at half-hourly 
intervals. Precise accuracy in either absolute 
quantity or relation to body weight is neither 
necessary nor practicable, because there is 
no way of controlling or regulating the vom- 
iting of different animals. First salivation 
and then nausea always occur. The vomited 
water is replaced as far as feasible, but even 
the most persistent vomiting does not neces- 
sarily spoil the result. If the stomach and 
intestine are merely kept as full as possible 
of water for a sufficient length of time, all 
dogs will sooner or later develop convulsions. 
After many preliminary trials, the test was 
finally standardized in the form of five 
“doses” of water, requiring 24 hours. Watch- 
ing for possible delayed reactions is continued 
for an hour or two longer. According to the 
experience, this test never produces convul- 
sions in normal dogs but always produces 
them in “epileptics” and also in a few other 
animals. Whether the reduced water toler- 
ance in this latter group is diagnostic of a 
latent “epilepsy” is not fully determined. 

As shown by Rowntree, physiological salt 
solution administered in the same manner as 
water causes no convulsions, though the nau- 
sea is similar and the diarrhea greater. Maxi- 
mum intravenous injections of physiological 
saline (up to half or more of the body weight) 
kill dogs by pulmonary edema, with ascites 
but without convulsions or brain edema. 
Water intoxication causes convulsions only 
with administration by stomach. Infusion 
of water by vein leads to weakness and finally 
death in quiet unconsciousness. 


Status 


Veterinarians recognize a condition of fre- 
quent or continuous seizures, ending fatally 
within a few days. Two such examples were 


seen in this series, though distemper was not 
positively excluded as a cause. 

Such a condition can be reproduced by 
water administration in normal dogs, and 
still more easily in those having reduced 
water tolerance. If water is given in the usual 
way and the administration stopped with the 
first convulsion, a normal dog always re- 
covers. But, as Rowntree found, when the 
water doses are repeated beyond this point 
the convulsions continue and the animal 
weakens and dies within a few hours. 

One main feature of the present work was 
an attempt to produce chronic epilepsy or at 
least a state of permanently subnormal water 
tolerance. For this purpose, water was ad- 
ministered to normal dogs with all conceiv- 
able variations of time, quantity and other 
factors. Briefly, the result was negative with 
respect to chronicity. It is definitely impos- 
sible to condition a normal dog by any mode 
of water administration so as to obtain the 
desired reproduction of either human or 
canine epilepsy, namely a state in which the 
animal remains in good health for months or 
years except for the liability to occasional 
spontaneous convulsions or even an abnormal 
sensitiveness to water administration. 

It is readily possible, however, to induce 
what may be called status epilepticus or at 
least an acute and fatal nervous disturbance. 
It is only necessary that the regular program, 
namely administering water to the point of 
the first convulsion, be repeated daily. The 
animal is not fed, but anyhow all food is soon 
refused. The water tolerance becomes re- 
duced, and in a few days (3 to 5 days in these 
experiments) a normal nervous state is not 
regained. The convulsions continue, either 
a few times or indefinitely. There is a dazed 
mental state and a peculiar unsteady gait, 
which a neurologist who saw the animals 
described as resembling cerebellar ataxia. 
Without further water administration, there 
is an increase of ataxia, often spasticity, 
more or less tremors and outright convul- 
sions, and general weakness. Death occurs 
thus within a few days after the last water 
administration. 

The result is not explained by any gross 
abnormality discoverable at autopsy. Micro- 
scopic sections of the brain or spinal cord 
seem normal to ordinary examination, but 
no special stains or other intensive studies 
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have been possible. The essential point of 
interest is that death is due to a nervous or 
metabolic disturbance as a delayed after- 
effect of simple water ingestion. 


ATTEMPTED SENSITIZATION 


As already mentioned, the convulsions here 
described have a characteristic pattern which 
clearly distinguishes them from uremia, 
rabies or strychnine poisoning. A series of 
experiments, which need not be recounted in 
detail, were performed with graded doses of 
strychnine subcutaneously, to learn whether 
this simple motor excitation would sensi- 
tize the animals to simultaneous water ad- 
ministration. In general the results were 
negative. There was no true reduction of 
water tolerance. When the strychnine dosage 
became high enough, the resulting convul- 
sions were of the typical strychnine charac- 
ter without the psychic features or other 
characteristics of water intoxication. 


TREATMENT 


As already mentioned, when water admin- 
istration is stopped upon the occurrence of 
the first convulsion, the attack is usually 
limited to the one convulsion, or less often 
there may be several convulsions at varying 
intervals, but a normal dog always recovers. 
Just how far the water administration may 
be continued without bringing on the irrever- 
sible fatal nervous or metabolic process is 


| uncertain and depends upon the suscepti- 
) bility or strength of the individual animal. 


It was previously noted that psychotherapy 


» in the form of petting has a decided influence 
» toward averting convulsions, in either spon- 
» taneous “epilepsy” or water intoxication. 


Sedatives, notably barbiturate (nembutal), 


: act still more powerfully by suppressing the 
> entire attack if it has not progressed too far. 


Logically, as anticipated from the negative 


) effects of saline solution, salt is beneficial 
| when given at a suitable stage of water intoxi- 


cation. According to size, dogs can be given 
by stomach tube quantities of sodium chlo- 
ride which would ordinarily cause vomiting, 
for example 100 to 300 cc. of a 2 to 4 percent 
solution. The retention and the benefit are 


» explainable by the large quantities of water 


present in the stomach and intestine to mix 
with the salt solution. Intravenous injections 


of hypertonic saline have also appeared bene- 
ficial but have not been sufficiently tested, 
especially as they are not easily given to the 
agitated animal without an anesthetic or 
sedative. 

All these measures fail after too prolonged 
water administration on a single day. The 
death then may seem to be explained by sim- 
ple constitutional weakness due to the gen- 
eral systemic disturbance. The neurological 
problem becomes more evident when water 
is administered on successive days, stopping 
each day with the first convulsion. The re- 
sulting ataxic condition is not accompanied 
by extreme weakness on the first day of its 
beginning. But, without further water ad- 
ministration, the nervous symptoms progress 
and the nervous disorder is the only evident 
cause of death. 

Attempts at treatment in this stage have 
almost uniformly failed. Besides the giving 
of sedatives and sodium chloride, the un- 
successful treatments have included forced 
feeding of milk and other foods, injections of 
calcium gluconate or parathyroid extract in- 
tended to increase blood calcium, feeding or 
injections of vitamine B complex for possible 
nervous benefit, and intravenous injections 
of hypertonic glucose solution for nutrition 
and for possible reduction of central nervous 
edema. The only animal which has recovered 
from a well developed syndrome of this kind 
is to be described later, in connection with 
kidney resections. Here the treatment con- 
sisted in the subcutaneous injection of large 
quantities of physiological salt solution. It is 
impossible to be sure whether this single re- 
sult was accidental, because there has been no 
further opportunity for trials by reason of 
the interruption of the work. 


KIDNEY EXPERIMENTS 


This investigation originated from chance 
observations on dogs which were kept for 
long periods, sometimes for several years, 
with various degrees of kidney impairment 
produced by resections or intermittent clamp- 
ing(4). The natural expectation of increased 
susceptibility to water intoxication in such 
animals, due to delayed diuresis in the same 
manner as with pituitrin administration, has 
proved unfounded. The experience in hun- 
dreds of tests may be stated briefly and arbi- 
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trarily. The variations of water tolerance 
among “‘normal” dogs are not evidently con- 
nected with faulty diuresis, for the passage 
of abundant pale urine by the susceptible 
animals is equal to that of the resistant ones. 
Also it is not true that dogs with partial 
kidney resection exhibit any general and uni- 
form increase of susceptibility to water intox- 
ication; on the contrary many of them with 
rather extensive resections remain refractory. 
The mere extent of kidney resection is not 
decisive, for dogs with acute or chronic ure- 
mia have never developed any condition re- 
sembling spontaneous epilepsy, while those 
subject to the seizures were typically lively, 
thriving animals with adequate kidney rem- 
nants and normal blood nitrogen analyses. 
The susceptible kidney-resected dogs passed 
abundant pale urine during the tests ; further- 
more they, like others, usually develop their 
spontaneous attacks not after eating or drink- 
ing but at other times, especially in the excite- 
ment of being let out for exercise just before 
feeding time. In the canine disorder, just as 
in human epilepsy, it is evidently a mistake 
to argue either for or against the water 
balance theory on any simple crude basis 
which would practically rank the nervous dis- 
order on a par with ordinary renal-vascular 
phenomena. 

After long and repeated failures, a few 
recent experiments have suggested a possi- 
bility of better success when sufficient time 
is allowed. The following record is illus- 
trative. 


A mongrel female, weighing 7.6 kg., received in 
June 1941, was subjected to 4 water tests in 3 
months and proved refractory according to the 
standard adopted; i. e., 5 “doses” of 300 cc. water 
at half-hour intervals caused no convulsions. In 
September the left kidney was explanted under 
the skin, and a subsequent water test was negative. 
In November the right kidney was removed, and 
a water test in December was still negative. In 
February 1042, after another negative water test, 
about one-third of the left kidney was removed. 
Water tests during the ensuing 4 months were 
variable. On one afternoon 5 “doses” were given 
without apparent result, but there were indications 
of a probable convulsion during the following night. 
On another occasion 3 administrations of 300 cc. 
water sufficed to bring on a convulsion, and in the 
remaining 2 tests 4 such “doses” caused attacks. 
The dog was kept in the hope of obtaining electro- 
encephalograms, but time passed without treatment 
or*tests of any kind, until in August 1942 a spon- 
taneous convulsion occurred when the animal was 
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quiet in her cage. Three other typical seizures were 


seen in the period up to January 1943, and upsetting 
of pans in the cage indicated that a few other 
attacks probably occurred at night. In February 
a water test was given, resulting in a convulsion 
after 4 “doses.” One week later the test was re- 
peated and a convulsion occurred after 3 “doses.” 
Although in all other dogs an interval of a week 
has sufficed to prevent any summation of the 
effects of water tests, in this instance a cumula- 
tive action is suggested, for on the day after the 
second test the dog was weak and unsteady, re- 
fused food and had 2 convulsions. On the fol- 
lowing day both weakness and unsteadiness had & 
increased so that standing and walking were almost 
impossible. According to the uniform experience 
with other animals, death within a day or two 
was expected; but at this point a trial was made & 
of large subcutaneous injections of physiological 
saline, totalling 1200 cc. for the day. On the 
next day the dog was slightly better in strength 
and free from convulsions, and the injections were 
repeated. The day after that, it was possible to 
give milk by stomach tube, and thereafter the 
appetite and strength were slowly regained until 
the dog seemed again normal. In this attack 
urine was passed freely, and the non-protein 
nitrogen of the blood was normal as it had been 
at previous periods. Observation was then less 
close, but the normal appearance and_ behavior 
certainly continued until a day or two before §® 
May 20, when the dog was unexpectedly found 
dead. No cause was evident either in the healthy- 
appearing kidney remnant or in the general autopsy. § 
It is uncertain whether there may have been any § 
convulsive attacks during the day or two before § 
death, and it can only be suspected that the death § 
was due to “epilepsy.” F 

Two other dogs with essentially similar records § 
(explantation and partial removal of kidneys, re- § 
peated water administration) are still alive and 
vigorous approximately 2 years after the last 
water dosage, though one has slightly over-excitable 
muscular movements. Both animals have typical § 
violent convulsions in their cages at irregular 
intervals, usually several weeks apart, without 
known exciting cause and unconnected with thej 
taking of food or water. It is frequently possible § 
to bring on attacks by turning these animals out 
for exercise with other dogs. It seems to be merely 
a question whether there is enough running and 
emotion to bring on the excited state which termi- 
nates in a typical convulsion. 


ELECTROENCEPHALOGRAPHIC ATTEMPTS 


A beginning was made in the taking df 
electroencephalograms by Dr. T. I. Hoen df 
the neurology department, with the coopera § 
tion of Dr. Otis M. Cope of the physiology 
department. It was readily possible to bring § 
on attacks at will by administering water to] 
the experimentally preconditioned animals, 
and to predict the time of onset of convul 
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sions, but several valuable dogs were killed 
by injection of curare at this point, and one 
suggestive tracing obtained was too brief to 
be satisfactory. Plans for overcoming these 
difficulties were terminated by the war. 


CoNCLUSIONS 


1. The so-called epilepsy which occurs 
spontaneously in dogs follows a distinct and 
plainly recognizable pattern. Various pre- 
disposing and exciting causes are discussed. 

2. The water intoxication discovered by 
Rowntree is characterized by precisely the 
same pattern of convulsions. It is readily dis- 
tinguished from other forms of convulsions, 
such as occur in rabies, uremia or strychnine 
poisoning. 

3. Dogs with spontaneous “epilepsy” are 
invariably subject to convulsions with admin- 
istration of smaller quantities of water than 
normal dogs. Certain other dogs, which re- 
main free from spontaneous attacks during 
many months of observation, exhibit a simi- 
lar subnormal tolerance of water, which may 
possibly represent a latent or sub-threshold 
stage of “epilepsy.” These animals are free 
from obvious renal abnormalities, and with 
water administration they pass large volumes 
of pale urine, so that the sensitiveness is not 
due to urinary suppression such as Rowntree 
produced with pituitary extract. 

4. Chronic susceptibility to water intoxica- 
tion and also to spontaneous epileptiform 
seizures can apparently be produced by suit- 
able kidney resections together with repeated 
overdosage with water. It is still not certain 
whether this result can be obtained in all dogs 
or whether some undetectable individual pre- 
disposition plays a part. Although water 
elimination is known to be retarded after 
sufficient reductions of kidney tissue, the 
abundant polyuria in water tests seems to 
rule out this superficial explanation of the 
convulsions. The occult character of the re- 
lation with water balance or tissue hydration 
seems comparable with that in human epi- 
lepsy. 

5. The name of epilepsy, applied by veteri- 
narians to the canine disorder, seems justified 


by a number of features, including the ability 
to elicit seizures by water administration on 
the same basis as used by some writers for 
the diagnosis of latent epilepsy in patients. 
Attention is called particularly to the neg- 
lected opportunities for experimental study 
of the disease in dogs. 

6. The apparent success in producing 
chronic idiopathic epilepsy for the first time 
experimentally is sufficiently important to de- 
serve confirmation with a sufficient number 
of animals to test the influence of individual 
or accidental factors. 
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A PSYCHIATRIC STUDY OF ABSENCE WITHOUT LEAVE 
MANEFRED S. GUTTMACHER, Major, M.C., anv FRANK A. STEWART, 2np Lr., A.USS. 


Absence without leave is one of the most 
serious behavior maladjustments with which 
the army has to deal. Even more important 
than the appalling loss of soldier man hours 
involved is the detrimental effect on training 
efficiency and morale. Although it is widely 
recognized that many of the offenders, par- 
ticularly the recidivists, show significant 
evidences of mental abnormality, no psy- 
chiatric study of this important problem has 
been published in this country. 

During the first 10 months of 1943, a 
group of men who had been reported absent 
without leave were routinely referred to the 
psychiatric clinic of the headquarters staff 
of the Antiaircraft Replacement Training 
Center at Fort Eustis, Virginia.1 These men 
were given a complete psychiatric examina- 
tion. This included a brief neurological sur- 
vey, a personal interview lasting about an 
hour, and a detailed inquiry about the man 
from the agencies on the post, such as the 
cadre of the training battery and the in- 
firmary, that had personal knowledge of 
his behavior. In some cases, particularly 
those in which mental deficiency was thought 
to be present, additional psychometric ex- 
amination was given—gerierally the full 
scale Wechsler or the 2abe. In a few in- 
stances the Red Cross obtained a social his- 
tory from the soldier’s home community. 
After the authors decided to make an inten- 
sive analysis of AWOL cases, a special ques- 
tionnaire was devised. This was given to 133 
of the men who had been AWOL. 

In order to evaluate the significance of 
the datz obtained through the psychiatric 
examinations and the questionnaires, it was 
decided to compare them with findings in 
two control groups. The first control study 
consists of complete psychiatric examina- 
tions of men referred to the clinic during the 


1 They will hereafter be termed the “AWOLs.” 
The great majority of these men were receiving 
their basic army training. Some were more ex- 
perienced soldiers. Of this second group, nearly all 
were sent to Fort Eustis from another camp after 
they had been tried and their sentences had been 
suspended. 
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same period for behavior maladjustments 
other than AWOLism.? This is a hetero- 
geneous group of cases including simple in- 
aptitude, marked homesickness, alcoholism, 
homosexuality, enuresis, chronic somatic 
complaints without organic findings and a 
few psychotics. However, none of these in- 
dividuals had been AWOL. The special 
questionnaire was given to so few of these 
men that the results have not been included 
in this paper. 

The second control study was made on 
men who had completed their 17-weeks basic 
training at Fort Eustis and had neither been 
AWOL nor had they shown behavior devia- 
tions significant enough to warrant their 
being referred to the psychiatric consulta- 
Those men all filled out the 
questionnaire and were given short psychi- 
atric interviews confined to topics that had 
a particular bearing on the AWOL problem. 
These well-adjusted, “normal” trainees were 
carefully selected to match the AWOLs in 
regard to age, marital status, color, literacy 
and intelligence, as measured by the Army 
General Classification Test.® 

A significant point developed by this study 
is that at Fort Eustis there is no difference 
in the AWOL rate between racial groups. 


tion service. 


All 
Ft. Eustis 
Color trainees, AWOLs, adjusted, mals, 
distribution percent percent percent percent 


White ... 86 88 87 89 
Negro ... 14 12 13 II 


Mal- Nor- 


The AWOLs and the maladjusted gen- 
erally come from lower levels on the Army 
General Classification Test scale than does 
the average soldier. (The control group 
called “normals” was set up to match the 
AWOLs in this respect.) 


2 These will 
“maladjusted.” 

8 These men will hereafter be referred to as the 
“normals.” We cannot emphasize too strongly that 
this group is not a cross section of Fort Eustis 
trainees as a whole, but a sample of adjusted 
soldiers matching AWOLs in certain basic respects. 


hereafter be referred to as the 
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All 
Ft. Eustis Mal- 
Army general classification trainees, AWOLs, adjusted, Normals, 
test score distribution percent percent percent percent 
Group I and II (110 and over)............ 41 10 16 9 
Group V and illiterate.................ccc0 5 22 18 20 
103.4 76.2 82.6 78.4 
The AWOLs are generally quite young, Criminal record 
2 ian age point being 22.4 years. 
their media ge 4) 32 19 10 
Only 25 percent of them are over 25 years 
of age, whereas 33 percent of all Fort Eustis Mental disease in immedi- 
32 62 6 


trainees are over But 38 percent of 
them are married, compared with an army- 
wide marriage figure of 30 percent. How- 
ever, the sharpest point of difference is in 
regard to mental health. 


pied 
<->: 


Mal- 

AWOLs, adjusted, 

Psychiatric diagnosis percent percent 
Mental deficiency ............ 10 8 
Borderline intelligence ........ 5 4 
Neurotic personality f ........ 6 24 
5 17 
Chronic alcoholism ........... 5 I 
Organic nervous disease....... I 2 
No psychiatric condition...... 33 27 


* For the purposes of this paper it does not seem ad- 
visable to subdivide this group into the inadequate, alcoholic 
schizoid, aggressive anti-social, etc., types. “the last named 
type strongly predominates. 

+ This group is made up chiefly of the obsessional per- 
sonalities and the immature dependent personalities. 


What environmental factors are found 
that differentiate the three groups? The 
AWOLs seem to be significantly different 
from the other two groups with respect to 
the following : 


Mal- Nor- 
AWOLs, adjusted, mals, 
per- per- per- 
cent cent cent 
Parents’ marital status 
Marked discord ........ 8 5 . 
2 I 
Dead (one or both before 
subject was 18)....... 36 19 30 
Happily married ....... 41 68 64 
Alcoholism—father 
36 20 17 
23 39 45 
31 4I 33 
Not applicable ......... 10 5 
Alcoholism—brother 
35 14 12 
ae 18 19 35 
17 19 27 


* Of those questioned. (Only the members of the normal 
group were questioned routinely on this point.) 


Differences between the three groups re- 
specting medical histories are significant. 


Mal- Nor- 

AWOLs, adjusted, mals, 

per- per- per- 

cent cent cent 

Serious head injury..... 48 29 12 

Venereal disease ....... 26 21 9 
Enuretic recently or cur- 

13 12 4 
Enuretic through late 

childhood (13 years).. 44 43 23 


And social histories are likewise rather 
conclusively different : 


Mal- Nor- 
AWOLs, adjusted, mals, 
per- per- per- 
cent cent cent 
Job history 
Quite steady ........... 17 19 45 
Not applicable ......... I 10 
Grades completed in school 
17 17 20 
Repeated grades ......... 67 59 45 
Truanted frequently ...... 70 53 42 
Criminal record (convic- 
tions other than traffic 
54 15 12 
Alcoholism—subject 
10 31 35 
Smoking—subject 
Heavy (more than one 
pack of cigarettes a 
44 18 10 
52 58 73 
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Gambling—subject 


Heavy (or regular).... 36 2 9 


Moderate (or occasional). 27 30 36 
Church attendance (before 
induction) 
28 56 56 
Occasionally .:......... 21 33 37 


The pattern persists when the sexual ex- 
periences of these soldiers are analyzed— 
with the AWOLs showing a greater ten- 
dency toward excessive self-indulgence and 
heedlessness than the other two groups. 


Mal- Nor- 
AWOLs, adjusted, mals, 
per per- per- 
cent cent cent 
Masturbation 
Indulged in as adult..... 30 13 I 
Indulged in as child— 
53 47 8 
Indulged in child— 
occasionally 10 II 81 
No experience ......... 7 29 10 
Age when heterosexual 
relations began 
6 8 3 
No experience ......... 9 45 25 
Use of protectives 
23 8 27 
Not applicable ......... 10 51 25 


A study of the frequently employed tests 
of nervous tension presents a mixed picture. 
The activity of the deep reflexes, the moist- 
ness of the palms and the pulse rate were 
found to be check points that did not differ- 
entiate AWOLs from the “Normals.” 


Mal- Nor 

AWOLs, adjusted, mals, 

per- per- per 

cent cent cent 

Over-active reflexes ...... 48 56 50 

Pulse rate 

80 or less........ 34 54 

24 29 21 

Of OF 22 37 25 
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Tremulousness of outstretched fingers 
does appear to be a discriminating point, 
when consideration is given to only those 
having pronounced tremors. 


Mal- Nor 

AWOLs, adjusted, mals 

per per- per- 

cent cent cent 

Marked finger tremors.... 38 10 5 
Chronic nail biting........ 38 34 25 
Markedly enlarged pupils 40 4! 21 


The length of time a man can (or will) 
hold his breath on two or more trials is also 
found to be a discriminating test: 


Mal- Nor- 

AWOLs, adjusted, mals, 

per per- per- 

cent cent cent 

15 seconds or less......... 2 39 II 
Over 30. seconds.......... 2 22 43 
Median point (in seconds). 109.6 20.2 28.6 


British observers have laid particular 
stress on the inability of the emotionally 
unstable, particularly cases of neurocircula- 
tory asthenia, to hold the breath for a pro- 
longed period. It is our feeling that this is 
as much, or perhaps more, a test of self dis- 
cipline than an impersonal physiological 
phenomenon. 

The senior author examined a group of 
specially picked men who had been nomi- 
nated as potential officer candidates. Al- 
though go percent of these men were under 
sufficient tension to manifest sweating palms, 
their median point of breath holding was 60 
seconds. 


The remaining tables are based on a 45- 
question schedule administered anonymously 
to the “Normals” and s33 (a random selec- 
tion) of the AWOLs. 

Here we see that AWOLs neither write 
home nor hear from home as often as the 
“Normals,” nor do they utilize recreational 
facilities at this station as much as the “Nor- 
mals.” They do not go in for outdoor games 
as much, nor were they “joiners” before en- 
tering the Army. They seem less well inte- 
grated as members of their home and mili- 
tary communities. 
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Nor- 
AWOLs, mals, 
percent percent 
Hear from family (times a week) 
BOF MOTE... 13 27 
16 34 
58 37 
Write to family (times a week) 
Go to PX (nights a week) 
Go to chapel (times a month) 
Go to movies (times a month) 
Go to service club (times a month) 
22 33 
Play outdoor games in spare time 
Organizations belonged to before 
entering the Army 
1 or more (other than church or 
Church or union only........... 13 17 
Use of week-end passes 
Do*use all available............. 81 66 
* Do not use all available........ 19 34 


* A clue as to why some men do not use every week-end 
pass obtainable is found in the fact that such men’s homes 
are an average of 2% hours more distant in traveling time 
than the homes of men who do use every pass they can get. 


About how many hours is the Nor- 
normal traveling time between AWOLs, mals, 
Fort Eustis and your home? percent percent 
17 27 
Median distance (in hours)....... 14.2 11.5 


The fact that the homes of AWOLs are 
some three hours more distant, on the aver- 
age, than those who have not gone AWOL, 
militates against acceptance of the frequently 
advanced theory that the training of men far 


from their homes would cut down the 
AWOL rate. 


The next section of the schedule consisted 
of 7 general information questions, like 
“What nations are fighting on our side?,” 
“When did the United States enter the 
war?”’, “Who is the head of the govern- 
ment of the United States, Russia, Ger- 

Under the scoring scale established for 
these questions, 55 was the highest possible 
score. Note then that the AWOLs, though 
a similar distribution to the “Normals” on 
the Army General Classification Test, fall 
far behind on this test. 


General information score percent percent 
22 24 


The schedule next contained 6 simple 
training information questions on general or- 
ders, foot drill, rifle fire and gas mask drill— 
with a total possible score of 30. Here too 
the AWOLs made a much poorer showing 
than the “Normals.” 


Nor- 

AWOLs, mals, 

Training information score percent percent 
II 32 


The succeeding 17 questions dealt with 
adjustment factors. These questions were 
weighted variously to produce a scoring 
range up to 100. As was to be expected, 
the AWOLs scored much lower on this ad- 
justment scale than the “Normals.” 


N 

AWOLs, mals, 

Adjustment score percent percent 
20 8 
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The comparative showing of the 2 groups 
on each of the 17 questions making up this 
adjustment scale is as follows: 


Nor- 
AWOLs, mals, 
percent percent 
Percent considering Army food poor. 15 2 
Percent thinking they get poor medi- 
Percent believing they are treated 
Percent believing others are treated 
Percent believing they are liked by 
few or no other soldiers......... 30 2 
Percent liking few or no _ other 
Percent believing they have poor of- 
Percent not wanting to become a 
non-commissioned officer ........ 51 9 
Percent thinking they have poor 
chances for a promotion........ 73 15 
* Percent disliking antiaircraft as a 
Percent disliking the weapons on 
Percent disliking majority of basic 
Percent saying “All I want is to get 
out of the Army now”.......... 33 4 
Percent saying “Don’t like Army 
Percent saying, “Am certain I am 
proving to be a poor soldier”.... 58 3 
Percent saying they believe they are 
too nervous for combat.......... 50 22 
Percent saying “Don’t want to go” 


* Of the “Normals” who prefer another service, 58 per- 
cent vote for AAF; only 18 percent of the AWOLs vote 
for the AAF, thetr service choices being scattered very 
widely. 


There was no difference of opinion be- 
tween the two groups as to what are the 3 
principal reasons for men going AWOL. 
But the AWOLs, in laying so much more 
stress on desire for women and for liquor 
as causes of AWOLism than the “Normals” 
give indication of their lack of self discipline. 
A third of them cite “Unfair treatment by 
superiors” as a cause, thereby giving addi- 
tional confirmation of their inability to ad- 
just to army life or to get along in society 
in general. “Not getting paid regularly” is 
an administrative malady of the confirmed 
AWOLer, so it is not surprising to see a 
fifth of the AWOLs mentioning this as an 
excuse for their AWOLism. 


ABSENCE WITHOUT LEAVE [ July 
How many of these things do Nor. 
you think are important in AWOLs, mals, 
making men go AWOL? * percent percen 
Worry about conditions at home.. 69 73 
Unfair treatment by superiors..... 32 24 
Not getting paid regularly........ 22 3 
* Percentages add to more than 100 percent as most me 
checked more than one 
What would help curb AWOLism? 
Neither the AWOLs nor the “Normals’§ 


think certainty or severity of punishment iff 
the answer, though the “‘Normals” tend tof 
Both votel 


be more stern in this respect. 
and both 


heavily for “more passes,” 
second instruction on the 
seriousness of going AWOL. 


choice to more 


How many of these things do you Nor- 
think would help keep me AWOLs, mals, 
from going AWOL? * percent percer 
More instruction about the serious- 
ness of going 30 30 
More athletics during spare time... 18 30 
Knowing that they’d be sure to be 
* Percentages add i ) percent as mam 
checked more than one ar 
These are a few of the AWOLs’ com§ 


ments on what they believe would be cor 
structive in handling this problem: 

“Trying to build morale of fellows who weti 
AWOL instead of breaking it down.” 

“A little more things of enjoyment around this 
camp. A fellow gets tired of going to PXs am 
movies night after night.” 

“Better treatment in guardhouse and on details’ 

“Treat each equally. Don’t give some furlough 
and none. Tell officers and non-coms t 
lead men instead of trying to drive them.” 


others 


While neither group rates punishmer 
very highly as a check upon AWOLism t 
must also be pointed out that first offense 
among the AWOL recidivists* resulted # 

4 The entire group of AWOLs divide as follow 
in regard to number of offenses committed up tt 
the time of thi i 
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surprisingly light punishment in most cases, 


as follows: 


Recidivists, 
Punishment—1st AWOL offense percent 
Suspended 17 
3attery punishment only............. 27 
12 
1 week in guardhouse or less......... 4 
2-4 weeks in guardhouse............. 8 
1-2 months in guardhouse........... 12 
2-3 months in guardhouse........... 6 
3 months in guardhouse or more..... 9 


With so many of these recidivists having 
had mild or no punishment for their first 
offense, there is reason to believe that a few 
would have been deterred from further 
AWOLism by more severe punishment. 
And certainty of punishment would perhaps 
prove to be an even stronger deterrent. 

Basic to the whole problem, however, is 
the fact that many soldiers have no clear 
idea as to why AWOLism is regarded as a 
serious offense. Half of these “Normals” 
and three-fourths of the AWOLs show in- 
adequate understanding in this regard. 


Nor 
mals, 
percent 


AWOLs, 
percent 


Why does the Army not want men 
to go AWOL? (List all the 
reasons you can think of.) 


Answered illogically or inade- 

63 46 
Answered adequately ........... II 18 
Gave good or superior answer... 15 35 


The civilian occupational distribution of 
the two groups is remarkably alike, except 
for the “student”? and the “truck driver” 
categories. 


Nor- 
AWOLs, mals, 
percent percent 


Main civilian occupation 
Laborer—skilled and semi-skilled. 39 33 


Laborer—unskilled ............. 21 20 
Clerical, professor, manager..... 4 7 


It seems significant that incidence of 
AWOLism among truck drivers is twice the 
normal expectancy. In examining those 
nomads of our gasoline age, one is often im- 


pressed with their high degree of restless- 
ness. It is frequently this outstanding char- 
acteristic which impels them to follow their 
occupation. It is also a very prominent per- 
sonality characteristic of the AWOLer. 

Finally, AWOLism occurs at any and all 
times during basic training and beyond; no 
especially critical point shows up in analysis 
of the date of the first offenses of these 
soldiers. 


Weeks in Army before first 
going AWOL Percent 


During basic (exact time unknown).. 7 


CoNCLUSIONS 


A study of AWOL cases routinely re- 
ferred to the psychiatric clinic attached to 
the headquarters staff of Fort Eustis leads 
to the following conclusions: 

1. There was no difference in the rate of 
AWOLism between colored and _ white 
troops. 

2. The intelligence level of the AWOL 
group as determined by the Army General 
Classification Test is very much lower than 
that of Fort Eustis as a whole. 

3. There is a somewhat greater tendency 
for married men to go AWOL. 

4. Most men who go AWOL are psy- 
chiatrically abnormal—only one-third were 
found to have no psychiatric condition. 

5. One-third of the men who went 
AWOL were diagnosed as psychopaths. 

6. In the AWOL group there is a high 
incidence of broken homes. 

7. Alcoholism, criminalism and mental 
disorder mark the family background of 
these men. 

8. A high percentage give a history of 
serious head injury, bed wetting and venereal 
infections. 

g. A high percentage of men who go 
AWOL in the Army give a history of 
AWOLism while at school (marked tru- 
ancy) and AWOLism at work (frequent 
quitting of jobs). 


J 
6 
5 
| 
... 24 
E 
| 


80 


10. The great majority failed to complete 
grammar school and most of them had diffi- 
culty in passing. 

11. Over half of the men who go AWOL 
in the Army have been previously convicted 
by civilian courts. 

12. Over 40 percent of these men disci- 
pline themselves poorly as evidenced by an 
excessive use of alcohol and.tobacco. 

13. One-third are heavy gamblers. 

14. A third practice adult autoerotism 
and all but a small percentage were exces- 
sively autoerotic in childhood. 

15. Nearly one-half began heterosexual 
relations before the age of 16 and the same 
number failed to use prophylactic devices 
at any time. 

16. More than one-third showed marked 
finger tremors, markedly enlarged pupils and 
evidence of chronic fingernail biting. 

17. The men who go AWOL are far less 
dependent upon friends both in their home 
and military communities than are well 
adjusted soldiers. 

18. Over two-thirds had never engaged 

_in any organized group activity in civilian 
life and half participated in no type of spare 
time athletic events in camp. 

19. Eighty percent of the men left camp 
at every legitimate oportunity afforded them. 

20. On the average, the AWOLer's 
home was further from camp than that of 
the men who did not go AWOL. 

21. Men who went AWOL scored much 
lower in tests of general information on the 
war and in tests of military knowledge than 
a group of soldiers of similar intelligence 
level who had not gone AWOL. 

22. Men who go AWOL, almost without 
exception, are greatly dissatisfied with all 
phases of army life. 

23. They have little liking for their fel- 
low soldiers and feel themselves poorly re- 
garded by them. 

24. Three-fourths of the men who go 
AWOL (and a fairly large percentage of 
soldiers in general) do not know why the 
Army should consider going AWOL a seri- 
ous breach of discipline. 

25. Truck drivers have a special tendency 
to go AWOFK- 

26. There is no special period in a 17-week 


training cycle in which men elect to go 
AWOL. 
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DISCUSSION AND RECOMMENDATION 


A high proportion of men who go AWOL 
in the Army were confirmed “AWOLers” 
before they entered the service. They come 
from the heedless, irresponsible part of the 
population that has so seriously failed to 
meet its social and communal responsibili- 
ties. The rigid demands of army discipline 
and the fact that soldiers are under constant 
observation makes the dereliction clear and 
obvious. 

Going AWOL is so definite an evidence 
of maladjustment to the Army that every 
offender should be carefully studied by a 
psychiatrist. The handling of these 
should be individualized and should in large 
measure be dependent upon the psychiatric 
findings. 


The frankly insane and those who are 


markedly neurotic should be discharged from | 


the service. 

That large and difficult group of AWOL- 
ers- be dealt with 
realistically. They are the bad actors who 
have made so much difficulty for their fami- 
lies, their and themselves in 
civil life. They cannot be appealed to by or- 
dinary persuasive reasoning or by the usual 
rewards and punishments. As workers in 
the field of psychiatry, we gravely doubt the 
wisdom of expending on them the time and 
energy involved in their training, because 
we do not believe that they can ever be de- 
pended upon. Military psychiatry is in great 
and immediate need of accurate reports on 
the adjustment of psychopaths in combat. 
But, with our present lack of knowledge, if 
trained they must be, it should be undertaken 
in a stockade. 


the psychopaths—nust 


communities 


Of the men who go AWOL, those who 


have no psychiatric condition—the mildly § 


neurotic and those who are subnormal intel- 
lectually—should be handled altogether dif- 
ferently from the psychopaths. First of all, 


much preventive work can be done withf 


these groups. From a morale point of view 
they are educable. They should be fully ir 
structed in what AWOLism means to the 
Army and not merely told that it is for- 


bidden. Their morale can be raised through § 


education and by having such an individual 
soldier assigned to a job consistent with his 
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capabilities and civilian experience. The 
soldier who is satisfied at his military job 
and sold on the cause for which he is fighting 
will rarely go AWOL. Men cannot be satis- 
fied who are constantly meeting frustrations. 
Attempts should not be made to force the 
intellectually subnormal man to learn to be 
a line soldier. He finally loses all hope and 
deserts. He should be trained to do army 
laboring work. The soldier who complains 
of physical symptoms must be dealt with pa- 
tiently or he too will grow disgusted with 
the Army. 

When those essentially normal soldiers go 
AWOL they should be punished. So far as 
practical, certainty and consistency in sen- 
tences should be aimed at. Guardhouses 
should have as their primary concern the up- 
building of inmates’ morale rather than pun- 
ishment and the crushing of spirit. Training 
should be continued there just as much as 
possible. Every guardhouse should be a 
center for rehabilitation. In many instances 


6 


literacy could be improved. Training man- 
uals rather than comic books should be the 
literature readily available. As it is now, 
we deal with this problem almost as illogi- 
cally as civilian courts deal with non-pay- 
ment of alimony. A man fails to support his 
family so we put him in jail where he can- 
not possibly support it. A soldier interrupts 
his training by going AWOL so we put him 
in the guardhouse where he gets virtually no 
military training whatever. 

When a man has been discharged from 
the guardhouse, he should be followed by an 
army social worker and helped to readjust 
himself—not by wet nursing but by intelli- 
gent guidance. 

Some measure of AWOLism is inescapa- 
ble, but firm and just treatment by commis- 
sioned and non-commissioned cadre, indi- 
vidualized attention to problem cases, and 
proper use of psychiatric consultative and 
therapeutic facilities will help keep it to the 


‘irreducible minimum. 
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DELINQUENTS IN THE ARMY 


A Sratisticat Stupy oF 500 REHABILITATION CENTER PRISONERS 
ALEXANDER J. N. SCHNEIDER, Mayor, M.C., A. U.S. 


AND 


CYRUS W. LaGRONE, JR., Caprain, N. M.B., A. l 


INTRODUCTION 


This article is a preliminary report of a 
statistical study of 500 soldiers whose delin- 
quency while in the army resulted in their 
being sentenced to one of the army rehabili 
tation centers. The purpose of the report 
is to indicate the character of these delin 
quents as a group from the standpoint of 51 
selected developmental and environmental 
factors. The relation of the present work to 
previous studies of delinquency can be un- 
derstood from a knowledge of some of the 
selective factors which have characterized 
the group with which this study deals. 

All of these cases are army general pris- 
oners. The term “general prisoner’’ refers 
to soldiers who have been tried and con- 
victed by a general court-martial for having 
violated one or more of the Articles of War. 
There is some tendency for general prisoners 
who are sent to rehabilitation centers to be 
the more chronic but less serious offenders 
among army delinquents. This selection oc- 
curs in part as a result of the army’s ten- 
dency to avoid trying an offender by a gen- 
eral court-martial for his first offense unless 
the offense is of a serious nature. Further 
selection is made by army reviewing authori- 
ties in designating the place of confinement 
after conviction. The most serious offenders 
are as a rule not sent to rehabilitation centers 
but to one of the army’s disciplinary bar- 
racks or to a Federal penitentiary. 

Except for a few cases excluded because 
of incomplete information, the cases were 
chosen in regular sequence as they entered 
the rehabilitation center during the period 
of August, 1943, to February, 1944. So far 
as known, no selective influence has operated 
to make the group atypical as compared with 
the total population at the rehabilitation cen- 


1 For invaluable assistance throughout the study, 


the writers acknowledge their indebtedness to Mrs. 
Nell LaGrone. 
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ter. It appears, therefore, that the group 
characteristics of these 500 men reflect ac- 
the rehabilitation center 
Of the group, 441 or 


curately those of 


population as a whole. 


82.2 percent are white and 59 or 11.8 per- | 


cent are colored. 
The materials utilized in this study are 
contained in the comprehensive individual 


case histories prepared by the department J 


of psychiatry and sociology for each inmate 
at the rehabilitation center. These histories 
incorporate materials gathered from many 
reports from FBI and police de- 
partments ; data from service and other army 
records ; by the 
prisoners’ parents or guardians, relatives, 
friends, former teachers and employers and 
army associates; psychological tests; social 
histories from the American Red Cross ; and 
interviews by the psychiatrist and by the 


sources 


questionnaires answered 


psychologist. 

The combined data were recorded on Hol- 
lerith cards and were analyzed by the writ- 
ers as a part of their work as psychiatrist 
and psychologist in one of the army’s re 
habilitation centers. 


FINDINGS 


A summary of the various developmental 
and environmental group characteristics d 
the 500 men studied is here presented under 
six general headings: I. 
ment, JI. Civilian delinquency, III. Family 


background, IV. Educational and vocational 


background, V. Social background, VI. Psy- 
chiatric findings. 
I. MILITARY ADJUSTMENT 
1. Offense for Which Sentenced.—Class 
fication of the offenses of the prisoners inte 


logical categories would require some 25 0% 
A fairly accurate picturty 


30 subdivisions. 


however of the offenses and their relativil 


frequency can be seen from Table I. 
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It was noted further that in 66.6 percent 
of the cases, the offense was of a military 
nature; that is, an offense in the army but 
one which would not be a violation of the 
law in civilian life. In 33.4 percent of the 


cases, the offense was civil as well as military. 


Also, in 35.2 percent of the cases, the 
prisoner was now confined for an offense for 
which he had previously been found guilty 
while in the army by summary or by special 
court-martial. Recidivism was found to be 
highest in cases of AWOL; in 91.3 percent 
of cases of recidivism, the offense was 
AWOL. In 15.3 percent of these cases, 
however, an offense which is also civilian is 
associated with AWOL. The next most 


TABLE I 


OFFENSES OF THE 500 ArMy DELINQUENTS 
ADMITTED TO THE REHABILITATION CENTER 


Per- 
centage 
AWOL associated with military offenses... 18.6 
AWOL associated with other than military 
Theft, tarcemy,; 17.5 
Disobedience and insubordination.......... 9.6 
Embezzlement, bribery, forgery, hot checks. 4.8 
Robbery or assault with intent to rob...... 1.0 


frequent type of recidivism is disobedience 
or insubordination which occurs in 7.3 per- 
cent of the cases. 

2. Rank and Ratings as Soldiers.—The 
degree of success which the prisoners as a 
group achieved in adjusting themselves in 
the various branches of the army is here 
indicated by (1) the highest rank they at- 
tained, (2) their army efficiency rating, (3) 
their army character rating, and (4) the 
opinion of their last company commander. 

Over one-half (59.4 percent) of the pris- 
oners did not receive a promotion of any 
kind in the army; 15.4 percent at some 
time attained first-class private; 10.6 per- 
cent had held the rank of corporal or T/5; 
8.2 percent had made sergeant or T/4; 4.0 
percent had made staff sergeant or T/3; 0.6 
percent had made technical sergeant ; 1.0 per- 
cent had made master sergeant or first ser- 


geant; and o.8 percent had been aviation 
cadets. 


With respect to army efficiency rating 
usually obtained,’ 2.0 percent received a rat- 
ing of superior; 4.0 percent received excel- 
lent ; 52.4 percent received satisfactory ; 35.0 
percent unsatisfactory ; 4.2 percent inferior ; 
and 2.4 percent never received a rating other 
than unknown. 

The character ratings usually obtained by 
the prisoners were distributed as follows: 
22.8 percent excellent; 17.8 percent very 
good; 21.0 percent good; 13.4 percent fair ; 
22.8 percent poor; and 22 percent never re- 
ceived a rating other than unknown. In 
the opinion of the prisoners’ last company 
commanders, 24.4 percent were regarded as 
an “asset” to their last organization, 46.2 
percent were regarded as a “hindrance,” and 
29.4 percent were either not indicated or 
regarded as neither an asset nor a hindrance. 

3. Method of Entering the Army.— 
Slightly over one-half (52.2 percent) of the 
prisoners are men who voluntarily enlisted 
in the army; 6.4 percent entered active ser- 
vice as the result of being mobilized with the 
National Guard; 29.2 percent enlisted prior 
to December 7, 1941; 16.6 percent enlisted 
on or after December 7, 1941 ; and 47.8 per- 
cent were inducted through Selective Ser- 
vice. In 8.6 percent of the cases, the pris- 
oners had been discharged, either honorably 
or otherwise, from active service with the 
army, Navy, or marines, prior to their cur- 
rent enlistment in the army. 

4. Height, Weight, Age, and Length of 
Service in the Army.—From an examina- 
tion of the deciles and averages shown in 
Table II, the extent of the variability with 
respect to the age, height and weight of the 
prisoners and their length of service in the 
army can be seen. In Table II, column I 
shows the lower limit for each of the factors. 
Columns 2 through 10 show the first, second, 
third, fourth, fifth, sixth, seventh, eighth 
and ninth deciles, respectively, for each of 
the factors. Column 11 shows the upper 
limit for each of the factors, and column 12 
shows the average (arithmetic mean) for 
each of the factors. 

It can be seen from Table II that the 
youngest soldier at the time he committed 


2 Efficiency and character ratings were computed 
as an average of the various ratings received by 
each man prior to general court-martial. 


84 DELINQUENTS 


the offense for which he was sent to the 
rehabilitation center was 17 years old (row 
1, column 1). The oldest soldier was 49 
(row I, column 11), and the average age 
was 23.8 years (row I, column 12). Since 
the fifth decile (fiftieth percentile or median ) 
is 23 (row I, column 6), it can be seen that 
one-half of the men were 23 years or younger 
and one-half were 23 years or older when 
they committed the offense. Likewise, it 
can be seen that 20 percent were 20 years 
or younger (row I, column 3) and that 10 
percent were 30 years or older (row 1, 
column 10. 


IN THE ARMY 
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5. Delinquency and Disciplinary Treat- 
ment in the Army.—Table III shows the 
upper and lower limits, the deciles, and the 
averages for factors related to delinquency 
and disciplinary treatment as explained for 
Table II. In about 4o percent * of the cases 
the general court-martial was the first the 
prisoner had received (row 1, column 5). 
That less than 4o percent of the group were 
in trouble for the first time, however, is indi- 
cated by row 2, column 4; only about 20 
percent of the men had not been absent with- 
out leave prior to committing the offense for 
which sent to the rehabilitation center. The 


TABLE II 


DecILes AND AVERAGES FoR Factors SHOWING AGE, 
ARMY For 500 Army DELINQUENTS ADMITTED TO THE REHABILITATII 


Column: I 2 
Lower 
Decile: limit 1st 


1. Age at time prisoner committed of- 
fense for which he was sent to 
rehabilitation center ............. 7 40 

Age at current entrance in the army. 15 

Height at current entrance in army. 60 66 

Weight at current entrance in army. I10 130 

Length of service prior to first of- 
fense for which court-martialed 
(“good time” given in months)... 1 

6. Length of service (“good time’’) 

prior to present offense for which 
sent to rehabilitation center (in 


to 


It can be seen on row 2, column 1, that 
the youngest age at entrance in the army 
was 15, and the oldest was 49 (column I1) ; 
the average for the group was 22.6 years 
(column 12). Row 3, column 12, of Table 
II shows the average height of the prisoners 
is 68.8 inches, and row 4, column 12, shows 
the average weight is 152.9 pounds. 

Row 6, column 12, of Table II shows 
that the men as a group have had more 
than a year of service (14.3 months) prior 
to committing the offense. Half of the men, 
however, had gotten into previous trouble 
for which they received a court-martial by 
the time they had been in the army 6 months 
(row 5, column 6). Actually the proportion 
of men who were in trouble within this 
period is much greater, since many men 
received company punishment for miscon- 
duct which, if continued, would result in trial 
by court-martial. 


HEIGHT, WEIGHT, AND LENGTH OF SERVICE IN THE 
N CENTER 

3 $ 5 6 7 8 9 Iv 11 12 
2nd = = 3rd sth sth 6th 7th 8th oth Upper Avg. 
20.2! 22 23 «+23 «25 a7. 630 
19 20 21 21 22 23 260 30 49 22.6 
6 OS 68 60 60 70 71 72 78 68.8 
135 I41 146 150 155 160 170 178 221 152.9 


3 4 5 6 8 12 16 2% 49 0.4 


5 7 9 I12 16 14.3 


average man (median) had two courts- 
martial (row 1, column 6), had been AWOL 
55 days (row 2, column 6), and had been 
in confinement 38 days (row 3, column 6) 
prior to his offense for which sent to the 
For this last offense, 
the average man (median) received a sen- 
(row 4, column 6); he 
had served 6 months “good time” in the 
army before he got his first court-martial 
(row 5, column 6) and had served 1 year 


rehabilitation center. 


tence of 2 years * 


8 This percent is actually somewhere between 40 
and 50. Since the fourth decile is 1 and the fifth 
decile is 2, the exact percentile between 40 and 50 
where the 1 would become 2 is not shown. 

4 Sentences by general courts-martial tend to be 
of an indeterminate character where the man is sent 
to a rehabilitation center. A recent report indicated 
that for men returned to active duty in the army 
from the rehabilitation center where this study was 
made, the average time actually served was ap- 
proximately eight months. 
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“good time” in the army (row 6, column 6) 
before committing the offense for which he 
was sent to the rehabilitation center. 


Il. CIVILIAN DELINQUENCY 


1. Civilian Arrests, Convictions, and Con- 
finement.—In Table IV is shown the up- 
per and lower limits, deciles, and averages 
for factors relating to civilian arrests and 
convictions in the same manner as in Tables 
II and III. About 30 percent (actually 35.4 
percent) of the men were not arrested in 
civilian life prior to entering the army; 60 


correctional institutions as juveniles (18 
years old or less), and 23.4 percent (row 8) 
as adults. Of these adults, the average length 
of time was 16.2 months (row 10, column 
I2). 

2. Development of Anti-Social Behavior. 
—Arrests and convictions, though objec- 
tive data, are not alone the best index of a 
developing history of criminal conduct. 
Prisoners’ social histories often reveal per- 
sistent manifestations of anti-social behavior 
even though no arrests occurred. From this 
standpoint, only 23 percent of the group can 


TABLE III 


DeEcILES AND AVERAGES FOR Factors SHOWING DELINQUENCY AND DISCIPLINARY TREATMENT IN THE 
ARMY For 500 AkRMy DELINQUENTS ADMITTED TO THE REHABILITATION CENTER 


Column: I 2 
.ower 
Decile: limit 1st 


1. Number of courts-martial including 

present one 
Time AWOL prior to present court- 

3. Time AWOL prior to present court- 
martial excluding 140 (28.0 per- 
cent) men having no time AWOL 


(10 I 5 
4. Time in confinement (military) prior 
to present court-martial (in days). 0 0 


Time in confinement (military) prior 
to present court-martial excluding 
144 (28.8 percent) men having no 


ur 


confinement (in days)........... 1 18 
6. Present sentence for which sent to 
rehabilitation center (in months)... 6 12 


or more percent (row I, column 5) had been 
arrested at least once, and 40 or more per- 
cent (row 1, column 7) had been arrested 
at least twice. Of the 64.6 percent (actual 
figure) having been arrested (row 2), the 
average number of arrests was 4.2 (row 2, 
column 12). Slightly over one-half (55.6 


percent) of the men had not received any — 


convictions for misdemeanors prior to en- 
trance in the army (row 3); about 20 per- 
cent, however, (row 3) had received two 
or more convictions for misdemeanors. In 
25.4 percent (row 5) the men had received 
one or more convictions for felonies, and of 
these (row 6), the average number of con- 
victions was 2.0. As can be inferred from 
row 7, some of the men convicted received 
probation or suspended sentence since ac- 
tually only 16.6 percent were confined in 


2nd 3rd 4th sth 6th 7th = 8th 


3 4 5 6 7 8 9 10 II 12 
oth Upper Avg. 


o 2 10 23 44 78 214 233 9909 83.6 


12 22 35 55 82 134 174 204 © *16.1 


o 7 2 38 53 78 127 If -4 704 


29 39 48 67 89 126 164 245 487 989 


12 15 24 24 36 60 60 60 120 35.5 
be said to have become delinquent after com- _ 
ing into the army. 

A breakdown showing the age at which 
the first persistent signs of antisocial be- 
havior ° occurred in the group of 500 pris- 
oners in the rehabilitation center is shown 
in Table V. 

Nearly one-half (42.8 percent) of the 
prisoners, as shown from a study of their 
social histories, had a definite pattern of . 
delinquent behavior established by the time 
they reached 16 years of age. As was noted 
in Table II (row 2, column 4) 70 percent of 
the prisoners were 20 years or older at the 


5 For a discussion of the significance of this and 
other factors in the prediction of delinquency in the 
armed forces, see Schneider, A. J. N., LaGrone, 
C. W., Glueck, Sheldon, and Glueck, Eleanor, “Pre- 
diction of the Behavior of Civilian Delinquents in 
the Armed Forces,” Mental Hygiene, July, 1944. 
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time of their current entrance in the army ; 
in 60.4 percent, however, patterns of anti- 
social conduct had already become estab- 
lished by the time they reached the age of 20. 

It is apparent that from the standpoint 
_of arrests and convictions there is a substan- 
tial portion of the group who had never 
been in any trouble prior to entering the 


[July 
army. In some of these cases, social his- 
tories clearly show persistent delinquent be- 
havior although no arrests were made. 


There still remains, however, approximately 
one-fourth of the group who had not been 
in trouble prior to entering the army and 
whose histories showed nothing to indicate 
subsequent delinquency. 


TABLE IV 


DecILES AND AVERAGES FOR FACTORS 


ADMITTED TO THE 


Column: I 2 
Lower 
limit Ist 


Decile: 
1. Number of civilian arrests prior to 
entrance in the army............ re) 
Number of civilian arrests prior to 
entrance in army excluding 177 
(35.4 percent) having had no 
3. Number of convictions for misde- 
meanors prior to entrance in 
army 
4. Number of convictions for misde- 
meanors excluding 278 (55.6 per- 
cent) who had none............. I I 
5. Number of convictions for felonies 
prior to entrance in army........ 0 0 
6. Number of convictions for felonies 
excluding 373 (74.6 percent) who 
had none 
Time confined in correctional insti- 
tutions as juvenile (18 years old 
or less) (in months)............ oO 0 
8. Time confined in correctional insti- 
tutions as juvenile excluding 417 
(83.4 percent) who were not con- 
(in months) ............5. I I 
9. Time confined in cprrectional insti- 
tutions as adult (19 years old or 
more) (in months)..... 
10. Time confined in correctional insti- 
tutions as adult excluding 383 
(76.6 percent) who were not con- 
fined: (in montis) I I 


to 


N 


TABLE V 


Ace aT WHICH First PersiIstENT SIGNS OF ANTI- 
SoctaL BeHaAvior BECAME MANIFEST IN 500 
ArMY DELINQUENTS ADMITTED TO THE 
REHABILITATION CENTER 


Per- 

centage 

15.8 
Ages ta throngh 16.0 
Ages 17 through 19..............-. 17.6 
Ages 20 through 22................ 21.8 
10.0 


SHOWING CIVILIAN 
REHABILITATION CENTER 


znd sth 5th 6th 7th Sth 


DELINQUENCY OF 500 ARMY DELINQUENTS 
6 | ) 10 I! 12 


Upper Avg. 


oO oO I I 2 3 5 q 52 2.8 
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III. FAMILY BACKGROUND 


1. Education of Parents or Parent Sub- 
stitutes——A breakdown showing the educa- 
tion of the parents or parent substitutes of 
the prisoners is given in Table VI. 

It is apparent that the parents or parent 
substitutes possessed a low level of formal 
education. In 74 percent neither parent had 
finished high school, and in only 6 percent 
of the cases had either of the parents been 
to college. 

2. Economic Condition of Family.—En- 
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tirely objective criteria by which the eco- 
nomic condition of the family can be deter- 
mined are difficult to derive. If by “com- 
fortable” is meant that the family is suffi- 
ciently well-off to live several months with- 
out financial hardship even though income 
should be temporarily cut off, then it appears 
that in only 19.4 percent of the cases could 
the prisoners’ families be regarded as com- 
fortable ; 42.6 percent could be regarded as 
marginal, and 38.0 percent as poor. 

A more objective index of the economic 
condition of some of the prisoners’ families 


TABLE VI 
EpUCATION OF PARENTS OR PARENT-SUBSTITUTES 


oF 500 ArMy DELINQUENTS ADMITTED TO 
THE REHABILITATION CENTER 


Per- 
centage 
Both parents had less than 8th grade...... 33.0 
One or both finished 8th grade............ 30.4 
One or both had high school but did not 
One or both finished high school........... 12.6 
One or both had college but did not finish.. 3.6 
One or both finished college............... 2. 


is the fact that in 40.0 percent, the family 
was known to have received relief at some 
time; 42.2 percent appear never to have 
received relief, and in 17.8 percent it was 
unknown whether the family received relief. 
Also in 30.8 percent, the mother or mother 
substitute worked outside the home in order 
to supplement the family income. 

3. Home Life—The type of home life 
of the prisoners for the majority of their 
lives up to age 18 is shown in Table VII. 

With respect to the 65 percent shown as 
having lived with both or just one natural 


TABLE VIII 


AcE AT First BREAK IN HoME For THosE HAvinc BrokEN HomMEs AND NUMBER OF SIBLINGS FOR THE 
500 ARMY DELINQUENTS ADMITTED TO THE REHABILITATION CENTER 


Column: I 2 
ower 
Decile: limit 1st 


1. Age at first break in home excluding 

234 cases (46.8 percent) whose 

homes were not broken........... I I 
Number of living siblings excluding 

subject (34 or 7.8 percent were 


to 


3. Number of dead siblings (271 or 54.2 
per cent had no dead siblings).... 0 o 


parent, it was noted that in the case of 
slightly more than one-half (53.2 percent) 
the prisoners came from broken homes. 
Only 46.8 percent lived with both natural 
parents up to age 18. The break in the 
home resulted from the death of one parent 
in 25.4 percent of the cases; from the death 
of both parents in 1.2 percent; from par- 
ents separating in 11.4 percent ; from divorce 
in I4.2 percent, and from absence due to 
imprisonment or illness (over one year) in 
percent. 

The home life of many prisoners, though 
not broken, exhibited one or more symptoms 
of inadequacy. In many cases, the home was 


TABLE VII 


Tyre or Home Lire oF 500 ARMY DELINQUENTS 
ADMITTED TO THE REHABILITATION CENTER 


Per- 

centage 
Lived with both or just one natural parent. 65.0 
Stepparent prior to age 18................ 25.4 
Lawed with 7.2 
Lived with foster parents..............00. 0.8 


both broken and inadequate. In 88.2 per- 
cent of the cases the home was either broken, 
had one or more of the following symptoms 
of inadequacy, or was both: alcoholism 25.0 
percent ; extra-marital sex relations 8.2 per- 
cent; arrests of member of family 4.4 per- 
cent; frequent quarreling between members 
of family 19.0 percent, and mental disorders 
10.0 percent. 

Of the 53.2 percent of the prisoners whose 
homes were broken prior to age 18, the 
distribution giving age at the time of the first 
break is shown in row 1 of Table VIII. 
This distribution is indicated in terms of 
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upper and lower limits, deciles, and averages 
in the same manner as in previous tables. 
Rows 2 and 3 of Table VIII give similar 
data concerning living and dead siblings, 
respectively, for the entire group of 500 
army delinquents. As shown in row 2, col- 
umn 6, the average (median) prisoner has 
4 siblings living, and one-half of the group 
have a sibling who is deceased (row 3, col- 
umn 6). 


IV. EDUCATIONAL AND VOCATIONAL 
BACKGROUND 


1. Education and Age Began Work. 
Table IX shows the variations with respect 
to school grade completed, and the ages at 
which the prisoner quit school and began 


The majority 

15.0 per- 
cent could be regarded as semi-skilled, and 
1.8 percent as skilled. Not many of the pris- 
oners entered the army upon leaving school. 


army is shown in Table X. 
(80.6 percent) were unskilled ; ‘ 


Vv. SOCIAL FACTORS 


1. Community Type.—The types of com- 
munities in which the prisoners grew up are 
fairly evenly distributed; 27.2 percent were 
reared in rural communities (less than 500 
population) ; 33.0 percent in small towns 
(500 to 25,000 population) ; and 39.8 per- 
cent in cities (over 25,000). Geographically 
the civilian environment of the prisoners rep- 
resents a cross section of the nation. 

2. Marital Status—Slightly more than 


TABLE IX 


DecILes AND AVERAGES FOR Factors SHOWING Epucation, AGE Quit ScHooLt, AND AGE BEGAN Work 
FoR 500 ARMY DELINQUENTS ADMITTED TO THE REHABILITATION CENTER 


Column: I 
Decile: limit st 
1. School grade completed............ I 4 
3. Age began work excluding 19 (3.8 
percent) who never worked....... 10 14 


work. Of these three factors only the last 
needs clarifying. “Age began work’’ refers 
to the age at which the individual started on 
a wage-earning career in order to contribute 
to his or his family’s support ; the work need 
not have been full-time, but it does not refer 
to voluntary work done after school or on 
vacation. 

It can be seen from row 1, column 5, that 
one-half of the prisoners completed the 
eighth grade; 60 percent were 16 years or 
less when they quit school (row 2, column 
7), and over 80 percent (row 3, column 9) 
had started to work before they were 18 
years old. 

The prisoners’ adjustment to school was as 
a group poor. Approximately one-half (49.4 
percent) failed one or more grades; 31.4 
percent were reported as frequent truants, 
and an additional 6.1 percent were consid- 
ered by their school authorities as disci- 
plinary problems. 

2. Type of Work and Occupational Skill. 
—The distribution on the basis of the kind 
of work in civilian life prior to entering the 


3 7 8 9 10 11 12 

nd 3rd sth sth 6th 7th 8th oth Upper Avg. 

6 7 8 8 9 9 10 12 = 16 8.0 

I5 15 16 16 16 17 17 18 26 15.8 

TABLE X 


PRINCIPAL CIVILIAN OCCUPATION OF 500 ARMY 
DELINQUENTS ADMITTED TO THE 
REHABILITATION CENTER 


Per- 

centage 

Industrial and factory worker............. 11.0 
White collar (sales, clerical)............s 9.2 
Mechanical and building trades............ 6.6 


one-half of the prisoners (53.0 percent) had 
never been married; 25.4 percent were now 
married ; 6.0 percent were now married but 
had been previously divorced; 8.2 percent 
were divorced; 5.8 percent were separated; 
6 By unskilled is meant work that requires no 
training. Semi-skilled work involves the use of 
tools and processes that have to be learned over a 
period of several days to a few months. A skilled 
worker may require a year or more to learn the 
use of tools and processes required by his work. 
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1.4 percent had common-law wives;* and 


in 0.2 percent of the cases the wife was 
deceased. 
3. Church Preference.—67.8 percent were 


Protestant, 25.2 percent Catholic, 0.6 percent 
Jewish; 4.8 percent had no church prefer- 
ence, and 1.6 percent were of miscellaneous 
faiths. While the proportion of Jewish men 
in the army as a whole is not known, the 
figure 0.6 percent suggests a disproportion- 
ately small number of army prisoners be- 
longing to this faith. 


VI. PSYCHIATRIC FINDINGS 


1. Emotional Disorders.—Attempts to 
study emotional disorders objectively involve 
definite limitations. However, since these 
conditions are reported so frequently in the 
social histories, it was thought desirable at 
least to indicate in some quantitative way 
the nature and frequency of such disorders 
or symptoms among rehabilitation center 
prisoners. 

A check list of seven disorders, or condi- 
tions symptomatic of emotional disorders, 
was adopted. The seven disorders were 
selected on the basis of (1) frequency, (2) 
their presumed importance, and (3) the 
greater objectivity in their determination. 

The frequency of these seven disorders or 
behavior symptoms as exhibited by the pris- 
oners is as follows: temper tantrums were 
present in 27.2 percent of the cases ; enuresis 
(occurring after age six) in 21.2 percent; 
sleep disorders, such as frequent nightmares, 
walking in sleep, in 11.2 percent ; speech dis- 
orders in 3.0 percent; homosexual perver- 
sions, including fellatio, in 14.0 percent; and 
none of these in 18.6 percent. 

2. Addictions—The classification of ad- 
dictions is subject to essentially the same 
difficulties as is the classification of emotional 
disorders. What may appear to one investi- 
gator as an addiction of a certain kind or 
magnitude, may appear to another as some- 
thing different. Necessarily, therefore, the 
following addictions are as they appear to 
the writers. For the group as a whole, mod- 


* This refers to instances in which the prisoner 
and his common-!aw wife regarded themselves as 
man and wife and does not include unions of a more 
or less temporary or clandestine nature. 


erate alcoholism was present in 37.0 per- 
cent of the cases; severe alcoholism in 27.2 
percent ; pathological intoxication in 6.4 per- 
cent ; marijuana in 5.6 percent; morphine in 
0.8 percent, and none of these in 31.4 per- 
cent. 

3. Tattooing—Approximately one-fourth 
(23.4 percent) of the prisoners have tattoo- 
ing on their bodies—in most cases in consid- 
erable amount. The frequency with which 
tattooing is associated with neuropsychiatric 
casualties in the army has been pointed out 
by other investigators. Tattooing is men- 
tioned here as it seems to be found among 
prisoners with a frequency considerably 
greater than among unselected members of 
the army. 


TABLE XI 


INTELLIGENCE RATINGS OF 500 ARMY DELINQUENTS 
ADMITTED TO THE REHABILITATION CENTER 


21.0 
Borderline mentally deficient.............. 6.4 
3.8 


4. Intelligence——Based on psychometric 
test results and on interviews by the psy- 
chologist, the proportion of prisoners at vari- 
ous levels of intelligence is shown in Table 
XI. 

A comparison of rehabilitation center pris- 
oners with unselected members of the armed 
forces can be made from scores on the 
army general classification test in the absence 
of a control group. Table XII shows the 
ranges, deciles, and average for the rehabili- 
tation center prisoners. 

The average intelligence rating (column 
12) is 90.3 which is presumed to be ap- 
proximately 10 points lower than for the 
army as a whole. Somewhat over 60 percent 
(column 7) of the prisoners score below 
average on the test. About 20 percent (col- 
umn 9) make scores which are substantially 
above the average for the army as a whole. 

5. Psychiatric Diagnosis—Based on a 
study of the social histories, incorporating 
the various materials already mentioned and 
supplemented by interviews by the psychia- 
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trist, the distribution according to psychiatric 
diagnoses is given in Table XIII. 

To define the various criteria upon which 
the above psychiatric diagnoses were made 
would add to their value as research data. 
Such definitions, however, could not be pre- 
sented briefly nor would they eliminate the 
question of clinical judgment. The terms, 
“psychotic,” “psychoneurotic,” and “‘psycho- 
pathic personality,” are used in the com- 
monly accepted sense. The less commonly 
used diagnosis “simple adult maladjustment”’ 
is used to designate individuals of average 
stability, but who may manifest excessively 
emotionalized reactions to unusual stresses 
such as family or financial troubles. The in- 
dividual recognizes that he is emotionally 
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which the present investigation deals. Some 
of these factors have been men- 
tioned ; Within 
the limits of the group studied, the following 


selective 


others are easily inferred. 


conclusions are drawn: 

1. The majority of army delinquents were 
delinquent prior to entering the army. In 
about three-fourths of the cases, delinquency 
in the army seems to be either a continuation 
of prior delinquent patterns or to arise from 
predisposing conditions within the person 
which are simply evoked while in the army. 

2. Approximately one-fourth of the group 
had not been in trouble prior to entering 
the army and their histories showed no indi- 
cation that would point toward subsequent 
delinquency. 


TABLE XII 


DECILES AND AVERAGES OF SCORES ON ARMY GENERAI 
REHABILI 


ADMITTED TO THE 


Colum I 2 
ower 
Decile: limit 1st 


Score on general classification 


test 


army 


TABLE XIII 


PsycuiAtric DIAGNOSES oF 500 ArMyY 


DELINQUENTS ADMITTED TO THE 
REHABILITATION CENTER 
Pet 

centage 
0.6 
Psychopathic personality 18.8 
Simple adult 23.6 
Essentially normal _ 3.8 


upset, and he understands the reasons, ‘The 
term, “essentially normal,” though probably 
the most difficult of the terms used to define 
precisely, refers to those persons who appear 
emotionally stable, mature in their thinking, 
possess a sense of responsibility, and show no 
marked deviation in their sensitivity to social 
values. The designation “others” includes a 
variety of diagnoses, such as post-traumatic 
syndrome and epilepsy. 


CoNCLUSIONS 


There are a number of selective factors 
which have operated in determining the 
group character of the army delinquents with 


CLASSIFICATION TEST OF 500 ARMy DELINQUENTS 


TATION CENTER 


3 5 9 10 11 12 
nd ard sth th 6th th 8th 9th Upper Avg. 
70 78 85 O7 104 110 119 138 90.3 


3. Most army delinquents are sent to the 
rehabilitation center for offenses of a military 
nature; and the military offense in which 
there is the greatest recidivism is AWOL. 

1. Most army delinquents did not receive 
a promotion while in the army. 

5. The rate of delinquency among mem- 
bers of the Regular Army and among men 
to be higher than 
among men inducted through Selective Ser- 


who volunteered appears 


vice, 

6, Most army delinquents, though they 
in the first 
had accumulated a 
total of one year or more “good time” in the 
army prior to being sent to the rehabilitation 
center, 


became involved in misconduct 


six months of service, 


The majority of army delinquents come 
from homes broken either by death, separa- 
tion or divorce. 

8. The family and social background of 
most army delinquents shows numerous dis- 
organizing influences on the individual’s de- 
velopment. Conditions such as alcoholism, 
arrests, mental disorders, quarreling, un- 
steady employment, and poverty prevail with 
high frequency. 
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g. In the majority of army delinquents, 
neither parent nor parent-substitute went be- 
yond the eighth grade in school. 
~ 10. The school adjustment of most army 
delinquents was poor. More than one-half 
did not complete the ninth grade ; about one- 
half failed one or more grades, and approxi- 
mately one-third were either truant or were 
disciplinary problems. 

11. The majority of army delinquents are 
below average in intelligence. 

12. Most army delinquents had begun 
working before they were 17 years old, and 
over one-half were either common or farm 
laborers. 


13. The majority of army delinquents 
grew up in either rural communities or in 
towns of less than 25,000 population. 

14. About one-half of the army delin- 
quents have never been married. 

15. Most army delinquents exhibited one 
or more rather serious emotional disorders 
as a child or adolescent. 

16. Alcoholism and_ tattooing appear 
among army delinquents with high fre- 
quency. 

17. From a psychiatric viewpoint, the ma- 
jority of army delinquents exhibit definite 
disorders of personality. 


| | 
| | 
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THE SEXUAL PSYCHOPATH IN THE MILITARY SERVICE 


(A Srupy oF 270 Casks) 


LEWIS H. LOESER, Lr. 


While the number of sexual offenders in 
the military service is small, it is generally 
agreed that they present administrative prob- 
lems out of proportion to their actual num- 
bers. There appears to be considerable dis- 
agreemeut in attitudes, criteria and disposi- 
tion of these cases by those responsible. The 
following study is offered as an attempt to 
bring about more uniformity and greater un- 
derstanding in this field. 

This study is based upon experience with, 
and statistical data of 270 cases of sexual 
offenders who have been discharged from the 
36th Station Hospital (NP) after varying 
periods of observation. Of this group 210 or 
78% were, after careful study, diagnosed as 
true homosexuals; 60 or 22% were diag- 
nosed administratively as “No disease,” al 
though accused of various types of sexual 
offenses. 

The exigencies of the military situation 
have been such as to preclude certain aspects 
of research which would have been desirable. 
We were unable to perform biological and 
endocrine studies, owing to lack of critical 
materials and laboratory facilities. However 
the cases were, from the neuropsychiatric 
point of view, carefully studied and evaluated, 
and the data resulting therefrom should be 
of value, 


1. REASONS FOR HOSPITALIZATION 


Of the total of 270 cases, 100 or 37% 
entered the hospital of their own volition and 
voluntarily disclosed their psychosexual dis- 
turbance to the medical officers. The greater 
number represented cases of homosexuals 
who were making efforts to control their 
sexual drives and in whom mounting tension 
and anxiety, or fear of being detected, led 
to voluntary hospitalization. A smaller num- 
ber entered hospitals for other reasons and 
while convalescing decided to discuss their 
problems with the medical officer, or chaplain. 

In view of the widespread notion that a 
large number of soldiers attempt to evade 
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military duties by claiming to be homosex- 
uals, it is justifiable to point out that in the 
entire E.T.O. during the 18 months’ period 
of February 1943 to August 1944, only I00 
soldiers did SO declare themselves, and that 
all of this group were, after careful study, 
considered to be true homosexuals by the 
staff of this hospital. Whether the problem 
of feigned homosexuality is serious else- 
where, or under other circumstances, is not 
known—certainly it is not a serious problem 
in this theater. 

One hundred seventy cases, or 63% en- 
tered the hospital involuntarily for the fol- 
lowing reasons: 116 were alleged or reported 
by others to have participated in homosexual | 
activity, but were not seen in the act by 
witnesses; 34 were apprehended during a 
homosexual act, most often during fellatio; 
8 were charged with exhibitionism; 5 were 
accused of sexual play with minors; 5 were 
accused of bestiality; 1 was charged with 
fetishism of perverse and unusual nature; 1 
was alleged to be abnormally sadistic during 
sexual intercourse, 

Homosexuality and incidents relating to 
homosexual thus constitute the 
greater proportion of the sexual psycho- 
paths; 93% of all members of this group 
were either confirmed homosexuals or had 
indulged in homosexual practices on one or 
more occasion, Other forms of sexual per- 
version were relatively uncommon in_ this 
series. 

The influence of the role of selection on 
statistical data is well illustrated by con § 
trasting these figures with the data collected 
by Apfelberg, Sugar and Pfeffer(2). In 
their series of 250 sexual offenders examined 
at Bellvue Hospital, New York, 10% were 
homosexual, whereas pedophilia was seen if 
30% and indecent exposure in 33% of theif 
cases. 


practices 


2. Meptco-LEGAL STATUS 


Twenty-five of the 210 true homosexuals 


were tried by general court-martial for 
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sodomy. The remainder (185) were evacu- 
ated to the Zone of the Interior for further 
disposition. No information is available at 
this time as to their ultimate disposition. Of 
the 60 cases diagnosed as “No disease’ and 
not considered true homosexuals, all were 
under general court-martial charges for 
sodomy ; the exact number tried is not known 
at this time. 

The cases diagnosed as “No disease” 
were predominantly normal heterosexual in- 
dividuals who were accused of homosexual 
behavior on a single occasion, usually while 
under the influence of alcohol. Apparently a 
single act of sodomy is considered a serious 
offense. The true homosexual who admitted 
repeated acts of sodomy was brought to trial 
infrequently, while the infrequent or first 
time offender was usually court-martialled. 
This has resulted in gross inequalities and 
apparent injustices on many occasions. In 
civil life this would be parallel to a situation 
wherein confirmed habitual criminals and re- 
peated offenders are permitted to go free 
while single or first offenders are punished. 

If sodomy is a punishable offense it should 
be so considered, whether committed by a 
homosexual or by a heterosexual individual, 
and all offenders should be held equally re- 
sponsible. There is nothing about the homo- 
sexual drive which deprives the sufferer of 
ability to restrain his sexual actions. The 
homosexual differs from the heterosexual 
only in the direction of his sexual drive, and 
he may be expected and usually is able to con- 
trol, restrain and guide his sexual behavior 
into socially acceptable channels. While the 
anti-social and unethical aspects of homo- 
sexual practices are obvious and in no way to 
be condoned, it is not believed that sodomy 
should be of itself a punishable offense, un- 
less accompanied by coercion, directed to- 
ward a minor, or under circumstances which 
would disgrace the uniform. The sexual 
offender should be tried for the appropriate 
offense—impairing the morals of a minor, 
for example, but not for the act of sodomy. 
Considered coldly, without emotion or preju- 
dice, the homosexual act is the natural 
sexual outlet for a numerically small group 
of otherwise normal people. Alone and by 
itself it is probably less dangerous to society 
than sexual promiscuity, adultery or prosti- 
tution. In this connection attention is called 


to the fact that in most urban communities 
today, punitive action for homosexuality is 
becoming infrequent, and the medical and 
psychiatric aspects are receiving increasing 
attention. 


3. AGE 


No significant findings are noted in the 
age distribution—the grouping corresponds 
closely to the normal age distribution of army 
personnel. 


4. RACE 


Seven percent of the group are of the 
colored race. Colored admissions to this 
hospital have averaged about 10%. The rate 
of sexual offenders is less than expected and 
bears out the general impression that re- 
ported homosexuality is less common in the 
negro than in the white. 


5. ENVIRONMENT 


Sixteen percent come from rural homes, 
63% from urban, and the remainder, 21%, 
have lived in both rural and urban com- 
munities. The predominance of sexual of- 
fenders from urban communities is note- 


worthy. 
6. STATUS OF FAMILIES 


Forty-one percent of the group come from 
broken homes. The family histories disclose 
a high proportion of divorces, separations and 
early deaths among the parents. The un- 
usually high figure is considered to be signifi- 
cant in the psychopathology of the sexual 
deviant. 


7. OCCUPATIONAL GROUPING 


Of the 270 cases, only 6 would be placed 
in the unskilled group, and only 15 are classi- 
fied as farmers. The remainder are in the 
skilled, technical, clerical or professional 
category. The distribution is as follows: 


2. Semi-skilled (service) .......... 100 
6. Skilled (technicians) ........... 38 
7. Managers—salesmen ............ 21 
>. 20 
10. Others (unclassified) ........... 3 
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The figures would thus indicate a prepon- 
derance of skilled trained personnel, and a 
relative infrequency of the unskilled in this 
group. 


8. MENTAL AGE (INTELLIGENCE) 


Two hundred thirteen or 79% of this 
group were classified as normal adults by 
the psychiatric examiner. Of the remainder, 
13 (or 5%) were estimated to have a mental 
age of 13 years (Binet), 13 (or 5%) of 12 
years, 14 (or 5%) a mental age of I1, and 
12 (or 4%) to be 10 years, or below. The 
figures are well above the average of the 
Army and would indicate that the sexual 
offender is predominantly a problem of nor 
mal intelligence and that mental deficiency 
plays an unimportant roie in the Army in 
so far as sexual offenses are concerned. 


9. AGCT Groupinc 


The figures obtained from a study of the 
AGCT ratings are significant, particularly 
in view of the preceding paragraph : 


Classes I and II...... 118 (50%) (110 or above) 
63 (27%) (90-109) 
30 (13%) (70-80) 
25 (10%) (70 or below) 


There were no illiterates in this series. The 
AGCT ratings would demonstrate a prepon- 
derance of the more intelligent and capable, 
a preponderance of considerable degree when 
compared to the average normal distribu- 
tion of army personnel. 

LEVEL 


10. EDUCATIONAL 


The educational level of the group is in 
keeping with the above scores: 232 (86%) 
had finished the 8th and 77 (54%) had 
graduated high school; 19 (11%) were 
college graduates. 


II. PERSONALITY 


Evaluation of basic personality is, of neces- 
sity, based upon information obtained from 
the patient and is therefore highly subjective. 
On the basis of information available, the 
examiners characterized 81 (30%) of the 
group as highly introverted, 31 (or 11%) as 
being highly extraverted. Only 60 (22%) 
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well balanced, well 
the remainder, 98 
30% ) were considered to have marked per- 


were considered to be 


integrated personalities, 


sonality defects of various types. 


12. Famity History or NEuRO- 
PSYCHIATRIC DISEASE 
One hundred sixty-two (600%) gave no 


historv of nervous or mental disease in the 


( 
/ 


immediate family; 19 ©) gave a history 


of one or more psychoses in the immediate 


family; 19 (7%) gave a family history of 

(214%) revealed 
immediate family, 
The significance of these figures is in doubt 


chronic alcoholism; 58 


Lie 


- 


definite neuroses in 


since reliable figures for the population as 
a whole are lacking. 


13, Previous History 


One hundred thirty-eight (51% ) gave no 
history of nervous or mental disease prior to 
admission to this hospital. Ninety-six (25%) 
disclosed the presence of neurotic symptoms 
of varying intensity but not of sufficient de- 
Of the 


greater number (77) had conscious conflict 


gree to require treatment. these 
as the immediate 


cause of their neurotic symptoms. Thirty- 


over their homosexuality 


two (12% ) had definite neuroses sufficiently 
severe to warrant treatment prior to hospital- 
ization. Of this group, homosexuality formed 
the basis for the in 25—only 7 
had neuroses considered to be separate and 


neuroses 


distinct from the problem of homosexuality. 


14. MARITAL STATUS 


As might be anticipated, a high percentage § 
of this group—213 (79% )—have never 
married. Fifty-seven (21%) were married § 
at one time but 9 were living apart from § 
their wives at the time of entry into service, § 
10 were divorced and 3 were widowers. OF 
the 35 (13%) currently married, further in- 
vestigation revealed highly unsatisfactory 
marital status in many instances. One is § 
correct in stating that homosexuals occasion- s 


ally marry, but that the marriages are ut- 
satisfactory in a high percentage of cases 
and frequently end in divorce or separation. § 
15. Conriict WiTH THE LAw 

Two hundred four (75%) denied any § 
conflict with legal authorities prior to em 
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trance into the Army, 63 (23%) had minor 
entanglements and only 3 had served more 
than one 30-day sentence for any criminal 
act. The group as a whole would thus be 
classed as a law abiding group with little 
serious involvement with the authorities in 
civilian life. 


16. User or ALCOHOL 


While only 5 (2%) were diagnosed as 
suffering from chronic alcoholism, 95 (35%) 
admitted excessive use of alcohol, and 125 
(464%) were considered to be moderate 
drinkers. Only 45 (164%) were abstainers. 
The immoderate use of alcohol by homo- 
sexuals has been noted by other investigators. 
It is usually considered a secondary factor. 
The homosexual uses alcohol to release his 
inhibitions and to permit activities which are 
not socially acceptable. Alcohol is also used 
to relieve tension and anxiety of diverse 


sources, 


17. Use or Narcotics 


Narcotics appear to play an unimportant 
role in the life history of the sexual psycho- 
path. Only 2 multiple addictions are re- 
corded—7 cases of indulgence in marihuana 
are noted. Two hundred sixty-one (97%) 
denied the use of drugs at any time. In 
view of the important rdle of alcohol in this 
group, the absence of drug addiction is of 
interest. 


18. Previous ACCIDENTS AND ILLNESSES 


The number of serious accidents and ill- 
nesses in this group is remarkably low, and 
the number of repeated or chronic accident 
cases is likewise low. Only one patient had 
three or more accidents in his record and 
184 (68%) had no record of any serious 
accident or illness. As a group their health 
record is likewise impressive. 


19. VENEREAL DISEASE 


Two hundred twenty-nine (85%) denied 
any history of venereal disease; 27 (10%) 
had gonorrhea at one time; 18 (643%) had 
had syphilis and 4 had had both gonorrhea 
and syphilis. The ratio of venereal disease 
is not high in contrast to figures of the Army 
as a whole, and in view of the known sexual 
promiscuity of the homosexual. 


20. OccuUPATIONAL History 


Eighty-seven (32%) had, prior to entry 
into the Army, held more than three jobs. 
182 (68%) had held three or less than three 
jobs—only 8 (5%) had never worked. The 
amount of job shifting, an accurate index 
of unreliability and a constant index of 
psychopathic trends, is less than that of the 
hospital population in general. 


21. MASCULINE-FEMININE RATIO 


Of the 210 true homosexuals (male), 112 
(53%) were considered after careful, study 
to be masculine in make up and temperament 
and mannerisims, 98 (47% ) were considered 
to be feminine. Of the 60 designated as “No 
disease” only 2 were characterized as being 
of feminine make up. These figures agree in 
general with other writers who report from 
30 to 45% of male homosexuals to be dis- 
tinctly feminine in personality traits. 


22. ASSOCIATED DISEASES 


Secondary conditions of sufficient im- 
portance to be diagnosed at time of discharge 
include the following : 


Disease Cases 
1. Constitutional psychopathic state........ 17 
4. Mental deficiency .........cscececccens 4* 
6. Epilepsy I 


* Cause of admission in 3 cases. 


The number of associated diseases in this 
group, except for the presence of constitu- 
tional psychopathic state and syphilis, is 
relatively low. Minor conditions have not 
been recorded. 


23. Previous Courts-MarTIAL 


Two hundred twenty-seven (84%) have 
had no courts-martial of any kind ; 15 (54%) 
have had summary courts-martial on one 
occasion; 5 (2%) have had special courts- 
martial on one occasion ; 16 (6%) have had 
more than one court-martial. Compared to 
the average of the hospital population, the 
number of violations of military taw is low. 


| i 

| 

| | 

| 


96 THE SEXUAL PSYCHOPATH IN THE MILITARY SERVICE 


24. RATINGS 


Of enlisted men in the homosexual group, 
only 66 had never had a rating. The distri- 


bution of grades was as follows: 


The ratings average considerably higher than 
in the Army as a whole and would indicate 
that the group is superior in ability and 
technical skill to the average. Considerable 
talent in stenographic, musical, clerical and 
special service activities has been observed 
in this group. However the group is lacking 
in temperament and skills necessary to the 


combat soldier. 


Much the same observation could be made 
of the officers in this group. Of 4o officers, 
only 5 were with combat troops, the re- 
mainder were with various types of service 
troops or in ground forces of Air Corps. 


25. THe ROLE oF THE PSYCHIATRIST 


War Department Circular No. 3, 3 Janu- 


ary 1944, clearly defines the role 


psychiatrist in relation to the homosexual. 
It is the intent of the War Department that 
homosexuals be discharged from the service, 
or in the case of officers, be permitted to 
resign if they are not deemed reclaimable. 
Homosexuals are to be tried by court-martial 
when their misconduct has been aggravated 
by an independent offense such as the use 
of force or violence or commission of the act 
with a minor. Certain cases deemed 
claimable, including first offenders, those 
whose actions were conditioned by alcohol 
or drugs, or those who have acted under the 
undue influence of older or superior persons, 
may be returned to duty, but are not to be 


returned to their original units. 


It is wise to insist that these cases be 
hospitalized for observation. Out-patient 
study is likely to be superficial and lead to 
errors of judgment. Careful histories, par- 
ticularly of psychosexual development, and 
adequate physical, neurological and psychia- 
tric examinations are necessary. The pa- 
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tient’s behavior on the ward, his reaction to 
other homosexuals and his knowledge of the 
homosexual “lingo” often give valuable clues. 
At the end of the period of observation— 
usually 10 to 15 days—the psychiatrist at- 
tempts to answer the following questions: 


t. Is the soldier sane and responsible? 
2. What is the nature of his illness or dis- 
ability ? 


Is he reclaimable to the service? Does he 


possess sufficient intelligence, morale, 
character and power of restraint to 
warrant a trial period by return to 
duty ? 

4. Has he committed an independent offense 
as defined by War Department Circu- 
lar No. 3 Jan. '44? 

Is further treatment or hospitalization 
indicated ? 


6. Will punishment be of value to the soldier 
or necessary for the good of the ser- 


vice ? 


In cases where charges have been or are to 
be filed, it should be understood that the 
psychiatrist plays an advisory role and that 
final disposition is left to the officer exercis- 
ing general court-martial jurisdiction. In 
cases wherein no court-martial charges are 
filed, or where charges have been dropped, 
disposition is controlled by the commanding 
officer of the hospital, acting upon the recom- 
mendations of the disposition board. In all 
cases disposition should conform to the 
policy laid down in the circular referred to. 

We have attempted to make our reports 
and board proceedings as complete and in- 
formative as possible. The completed pro- 
ceedings consist of the report of the 35 ¢ 
and disposition board and an abstract of the 
clinical record, carefully typed and signed by 
all members of the board and the command- 
ing officer. The form used by the board, with 
alternative recommendations is stereotyped, 
but variations are permissible in certain 
cases. 

Cases of confirmed sexual psychopaths, not 
deemed reclaimable, and not under court- 
martial jurisdiction are evacuated to the Zone 
of the Interior for further disposition. Sec- 
tion VIII proceedings are not carried out in 
this theater unless specific orders are received 
from higher headquarters to do so. In gen- 
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eral we have not attempted to obtain resigna- 
tion of officers while in this theater unless so 
ordered by higher authority. Procedures of 
this type delay evacuation of patients and it 
is considered more practicable to obtain resig- 
nations of officers and to accomplish Section 
VIII discharges of enlisted men after arrival 
in the Zone of the Interior. 


26. DIAGNOSIS 


The diagnosis of homosexuality in a mili- 
tary hospital is based upon the following 
points : 


1. The Accompanying Statements, Records, 
Affidavits or Allegations.—In general 
we have found the greater number of 
cases admitted with fairly complete 
documentary evidence. An occasional 
case is seen with insufficient history, 
in which case, attempts are made to 
contact the soldier’s organization. 

2. This History Given by the Patient—The 
history of psychosexual development 
is of paramount importance. It is our 
opinion that the greater number of 
these cases give accurate, though not 
necessarily complete histories. The 
greatest difficulty arises in cases where 
court-martial charges are pending— 
here one frequently finds reluctance to 
reveal information which might be self- 
incriminating. It is in this group that 
inaccurate case histories are seen. The 
number of patients claiming to be 
homosexual who truly are not, is con- 
sidered to be small. 

3. Behavior of the Patient While Under 
Observation—Homosexuals tend to 
group together and it is interesting to 
observe the speed and certainty with 
which they are able to recognize one 
another. Within a few hours after 
admission to the ward the homosexual 
will have located others of his type 
and becomes one of the group. They 
tend to stay grouped together and 
rarely include heterosexuals in their 
activities. 

4. Appearance and Mannerisms.—About 
47% of the homosexual group are dis- 
tinctly feminine in appearance, manner- 
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isms and movements. There is rarely 
any doubt in these cases for years of 
habit and training result in unmistak- 
able earmarks of feminine traits. Move- 
ments, gait, voice and attitude are con- 
sistently feminine—there are seldom 
any half measures in the feminine type 
of male homosexual. The other 53% 
are, from outward appearances, mis- 
leading—they may vary from neutral 
to extreme pictures of masculinity. 

5. Homosexual Vocabulary—Most homo- 
sexuals, before they have gone very 
far in their career, pick up more or less 
of the extensive homosexual vocabu- 
lary. The psychiatrist should be famil- 
iar with the more commonly used terms 
and test each suspect. The presence or 
absence of awareness of these words is 
significant in most cases. 

6. Investigation of Dreams and Masturba- 
tion Phantasies——With good rapport 
between psychiatrist and patient, con- 
siderable understanding of the direc- 
tion of the psychosexual drive can be 
obtained by the study of the content 
of dreams and of masturbation phan- 
tasies. The normal heterosexual rarely, 
if ever, phantasies homosexual activi- 
ties. The homosexual will, on occasion, 
have dreams and phantasies of a 
heterosexual nature but these will be 
rare, his content being predominantly 
homosexual. 

7. Use of Narcohypnosis and “Truth 
Drugs.”’——Under mild narcosis, con- 
sciously repressed material may be 
elicited, however it has been our ex- 
perience that phantasy and untruths 
may also be produced and that reliable 
information is not necessarily forth- 
coming. The material so elicited must 
be carefully sifted and one cannot be 
certain that admissions produced under 
narcosis are valid. 


The diagnosis, ultimately, rests upon clini- 
cal judgment, utilizing all available informa- 
tion derived from the above sources. In 90% 
of the cases the staff is usually in accord. 
In about 10% of the cases, chiefly in the 
group of offenders who deny complicity, 
there is occasional disagreement. 
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27. TERMINOLOGY 


The writer has found the terms “‘active’’ 
and “passive” to be confusing and mislead 
ing. At times they are used to indicate ag 
gressiveness or passivity in the role of solicit 
ing or making advances. At other times these 
terms are used to indicate the masculine or 
feminine role respectively, in fellatio or anal 
intercourse. It would be more accurate and 
would avoid misunderstanding if the terms 
masculine or feminine role in fellatio (etc.) 
were to be used. The term “latent’’ is like- 
wise used carelessly, often in lieu of the 
term “repressed” and seldom in its true 
reference to unconscious motivating drives. 


28. ETIoLocy 


It is evident that diverse and multiple etio- 
logical factors are at work. A study of these 
factors reveals four main sub-groups of 
homosexuals : 


1. Endocrine—or constitutional, determined 
by glandular dysfunction. 

2. Psychological—or environmentally deter- 
mined by factors at work during the 
formative stage of psychosexual devel- 
opment. 

3. Regressive—the compulsive obsessional 
group who are blocked in normal 
heterosexual function by obsessional re- 
actions of inadequacy and turn to 
homosexuality as an outlet. 

4. Facultative—the psychopath group who 
may function either as homosexuals or 
heterosexuals, depending upon circum- 
stances, surroundings and opportunity. 


1. Endocrine.—These cases bear unmis- 
takable evidence of the feminizing influence 
of hormone activity. Body build, fat deposit, 
hair distribution, voice, movements all bear 
testimony to the basic alteration of endocrine 
balance. All degrees of involvement are seen 
—some cases are near the borderline of the 
normal, though the greater number are quite 
distinct. Recent study of this phase by sev- 
eral investigators demonstrating abnormal 
amounts of female sex hormone in certain 
male homosexuals is confirmatory. About 
30% of the homosexual group would appear 
to be distinctly of endocrine origin, or at 
least to have a basic endocrine disorder 
closely related to etiology. 
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2. Psychological—This group, with nor- 


mal endocrine status, presents histories of 
severe dislocation in the psychosexual field 
in early childhood. They include the male 
children brought up as females by mothers: 
the only son in a large family of females: 
the Oedipus situation with strong dislike of 
er: and other similar mechanisms. 
Throughout this sub-group one can trace the 
influence of abnormal environment during 
the formative years of the child —the end 
result being a distortion of the sexual drive 
and failure of normal heterosexual develop. : 


the tatl 


ment. 
3. Regressive (Compulsive-O bsessional) 
This group, to a large extent is composed 
of heterosexuals whose normal sex activities 
e inhibited by fairly obvious b locking mech 


anisms. Most frequently seen is the | 
with severe reactions of inadequacy in the 
sexual field based on masturbation guilt com- 
plexes. Fearful of failure in the presence of 
the female, they experiment and develop fa- 
cilities in the homosexual field with partial 
satisfaction. This group 1s likely to manifest 
evidence of conflict and tension; their ad- 
justment is rarely secure. Other inhibitory 
mechanisms are seen, the end result in each & 
case being reactions of inadequacy in the § 
heterosexual field and regression to a homo 
sexual level. Strong compulsive and obses- § 
sional trends are seen in this group—they 
frequently are more properly diagnosed asf 
compulsive obsessional neurotics with symp- 
toms centering about the psychosexual field 
In civilian practice this group represent # 
the only subdivision in which psychotherapy & 
is of value. Insight and understanding, and 
the resulting gain in confidence, will result 
in resumption of heterosexual activity, a§ 
though the underlying personality deviation] 
is seldom altered. ed 
4. Facultative-—This group can and does} 
function on either a heterosextial or home 
sexual level, depending upon circumstances 
surroundings, etc. The facultative homog 
sexual is likely to be a psychopath whos 
libidinous drives are devoid of  spiritud 
values. The orgasm however achieved, 8@ 
the primary goal. This group frequenth® 
gives a history of exposure to homosextll 


experiences as young adults in gymnasiums§ 
Turkish baths, while serving in the Navy, 
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etc. It is the group most likely to resort to 
violence or coercion in order to obtain sexual 
outlets, the most unfit from the rehabilitation 
point of view, and the trouble makers in 
the military or hospital set-up. They are 
essentially psychopaths who achieve sexual 
orgasm in the most available manner, 
whether normal or perverse is of little import. 


29. TREATMENT 


Results are for the most part dependent 
upon the goals established. Treatment is 
of little value and there is little that medi- 
cal science can offer at this time if the goal 
is to transform the homosexual to heterosex- 
uality. While interesting and promising re- 
search is being conducted along endocrine 
lines, the results so far are of no proven 
therapeutic value. 

Only the small number in the compulsive 
obsessional group (and they are not true 
homosexuals) can be offered any definite 
results by therapy. The psychiatrist how- 
ever, can be of great value to the others if 
the goals are set within reasonable limits. 
The actual psychotherapuetic goals should 
be: 

1. Overall adjustment of the homosexual: 
a. To his problem, b. To his family, c. Com- 
munity, d. Occupation. 

2. The treatment of the underlying neu- 
rosis. Very few homosexuals who do not 
have a neurosis will ask for or cooperate in 
treatment. It is the neurosis, the conflict 
within, and the symptoms thereof which 
usually motivate the desire for treatment. 
The homosexual without conflict, who has 
accepted his status without reactions of guilt 
or inferiority, is a well adjusted individual 
who does not require nor benefit from psy- 
chotherapy. I would estimate that roughly 
50% belong in this category. 


30. MetHop oF HANDLING 


The practice of directing all cases of sexual 
psychopaths to special hospitals has been 
fully justified by our experience. The nu- 
merous medico-legal and administrative prob- 
lems which surround these cases make them 
a difficult problem of management for the 
ordinary station or general hospital. At a 
center, where the personnel is familiar with 


the problem, handling and management are 
facilitated. 


31. UTILIZATION OF THE SEXUAL PsycHo- 
PATH IN THE MILITARY SERVICE 


The writer feels that intelligent and calm 
study of the individual homosexual, followed 
by careful re-assignment would result in 
conservation of man power and salvaging of 
a large percentage of this group. The follow- 
ing recommendations would be made: 


a. The homosexual should not be subjected 
to punitive action unless his case is 
complicated by an independent offense, 
i.e., coercion, physical violence or tam- 
pering with the morals of a minor. 
Punitive action does not cure or re- 

\strain the homosexual, nor does it act 
as a restraining influence on others. 

b. Homosexuals incapable of normal re- 
straint, the mental defective and the 
inapt should be discharged from the 
service. 

c. Homosexuals capable of normal restraint, 
possessing normal talents and aptitude 
should be utilized by careful assign- 
ment. They will usually be found of 
most value in clerical work and do best 
in large metropolitan areas where sex- 
ual taboos and prejudices are less 


forceful. 
d. The question of deferment of the homo- 
sexual under the selective service 


should be reviewed. It is possible that 
careful study and individual handling 
might lead to increased utilization of 
this group. 

e. The policy of centralizing the hospitali- 
zation of the sexual psychopath is justi- 
fied by the increased efficiency and 
facility in handling. 


SUMMARY 


General characteristics of 270 sexual psy- 
chopaths, studied at the 36th Station 
Hospital (NP) are presented on a statistical 
basis. Outstanding features: 


a. The problem of sexual psychopathy in 
the military service is essentially that 
of homosexuality. Cases of other 
forms of sexual psychopathy are nu- 
merically infrequent. 


| 
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b. Feigning homosexual traits in order to 
avoid military obligations is not a 
serious problem in this theater. Care- 
ful study of 100 soldiers who applied 
for hospitalization revealed that prac- 
tically all were true homosexuals. 

c. There has been lack of uniformity in 

*medico-legal handling of these cases. 
There is considerable variation in at- 
tempting to decide which cases to try 
by court-martial, the severity of the 
sentences and the handling of clemency. 
In general, cases with single offenses, 
in men of good repute and honorable 
service, are more often prosecuted and 
receive more severe sentences than 
chronic offenders. Since the publica- 
tion of War Department Circular No. 
3, 3 January 1944, there has been more 
uniformity. 

d. There is less reported homosexuality 
among colored troops than white. 

ce. The sexual psychopath is largely derived 
from urban areas. 

f. Broken homes form the background of 
41% of the sexual psychopaths. This 
figure is unusually high and is of 
significance. 

g. Homosexuals are predominantly skilled 
and semi-skilled workers. Less than 
2% are classified as unskilled. 

h. The average mental age of homosexuals 
is well above the average for the Army. 
Only 9% are below the 12 year level; 
79% are nogmal or higher. More than 
50% score above I10 in the 
AGCT test. There were no illiterates 
in the entire group studied. 

i. The educational level was higher than in 
the Army in general ; 86% had finished 
the 8th grade, 54% had graduated 
from high school. 


army 


). Forty percent of the group gave a histor 
of psychoses, chronic alcoholism 
neuroses in the immediate family 

k. Neuroses were found present in 35 
the homosexual group, but were suff 
ciently 
treatment in only 7% 


disabling to require pr 


Homosexuals are in general a lav 
group. Arrests 


offetises are 


for minor 
infrequent 


llomosexuale are likely to use al 
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to excess; 35‘ were considered ex- 
cessive drinkers, only 16% were ab- 
stainers. However only 2% were con- 
sidered chronic alcoholics. 

n. Drug addiction is infrequent among this 
group of sexual psychopaths. 

o. The accident and illness rate of the group 
is very low. Their health record is 
impressive. 

p. Fifteen percent of the homosexual group 
have had venereal diseases prior to or 
at their time of admission. 

q. Forty-seven percent of the male homo- 
sexuals were considered to be feminine 
in general appearance, make up and 
temperament. 

r. The group held higher ratings than the 
average of the Army: IO master ser- 
geants, 6 technical sergeants, 19 staff 

Many 
ratings were based upon the possession 
of considerable talent in clerical, musi- 
cal and dramatic ability. 

s. Temperament and skills necessary to the 
combat soldier were infrequently seen. 


sergeants are among the list. 


Recommendations based on the above con- 
clusions are submitted. The author does not 
per se should be a pun- 
ishable offense, that discharge from the mili- 
tary is for or that 
deferment in is advisable in all 


believe that sodomy 


necessary most cases, 
the draft 
known cases. A large percentage of homo- 
sexuals sufficient restraint and in- 
sight, and have sufficient talents to justify 
careful examination of the individual case. 


»OSSESS 
posses: 


The opinions contained herein are those of 
the writer and are not offered in any official 
capacity 
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PSYCHIATRIC OBJECTIVES IN THE ARMY 
COLONEL WILLIAM [ENNINGI 


Director, Ne uropsychiatry Consultants D ( n ( 


his 1s an auspicious occasion. This, 
largest class to graduate from the Scl 
Military Neuropsychiatry in i 


two Cars Of operation Ww 


I 


in 
il join some 


other men now on the job, who have 


through this school. Under the authority and 
with the full support of The Surgeon Get 
kable School of Milit 
Neuropsychiatry, under the fine direction 
and tutelage of Colonel William Porte 
his associates has graduated more stud 
than anv other of the military schoo! 
medical officers. Your class swells this nu 
ber to over 1000 men, now in neurolog 
psveliatry branelhe of the \rmy. 
It is significant, extremely significant 
the Wat Department should have a 
heuropsveliatric training for | 
group Ob men Nbout half of thi 
attended refresher course but 
inder, OO TMEN, COMPOSE 
\riy, to the mectenl ce 
file A event inthe history of 
psychiatry group represents a 
output and an mitroduetion of more 4 
this field than all the medieal sehoals « 
hined have contributed in five years, perliny 
evell more I hasten to a ld that tho 
responsible for neuropsyehiatry in thi 
are under no illusions nor are your tea 
hie re in the chool, \\ Cc hope and beheve tl 
many of you will perhaps continue in the 
held of psychiatry, and on the other hand, 
we are equally happy about those who, sub 
sequent to their army experience, will retu 
to some other field of medicine to apply the 
basic principles that you have learned in these 
three months. 


THe TRENbs oF PSYCHIATRY 
With many inviting subjects to discuss, | 
want to talk to you about psychiatry from a 
1 Graduation Lecture, School of Military 
psychiatry, Mason General Hospital. 12 May 10945 grati n that | tinued 
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increasing respect, whether it is we who are 
seeking help or advice or whether the advice 
is requested of us. The evidence of increased 
nterest in neuropsychiatry is extensive. 
There are many reasons for this increased 
interest, the chief of which is the size of the 
problem with which we must wrestle. The 
percentage of re jections, the percentage of 


‘harges from the Army, the number of 


~ 


battle casualties, the number of evacuations 


scna 


lake all informed persons cognizant of the 
problem. 


4 


ble reason why the War Department and 


These figures become a very justi- 


the public are aware of and keenly interested 
in what psychiatry 1s doing and what it has 
to offer. This interest, while stimulating, is 
lso a tremendous responsibility. This re- 
sponsibility falls in part on your shoulders, 
nce henceforth you will be regarded, in the 
\rmy at least, as psychiatrists. This wide- 
read interest 1s a basic consideration in 


nderstanding present trends 


\ second basic consideration in undet 
tanding the trends of p ychiatry is a very 
rank word about those of us in this pat 
ilar field of mechetne Phere is no doubt 

thie the potential contri 
tion Of eientiie corntetit 
finclities are olid, and have thei 


thie 


held of behavior 
other hand, we must reeoenize that 
thie pecihye ition will 


pene Vel largely on the |) 


itrist here, for better or tor worse, 
eure not on such sure ground, VPerhap 
ecause if is not a materialist cience, be 


iuse it is not an exact science, it 1 ubject 
o wide latitude of interpretation and appli 
(Hon, and these of necessity must depend 
on the individual psychiatrist who is making 


[hose 


f us in responsible positions of determining 


hese interpretations and applications, 


the policy and practice of psychiatry in the 
\rmy are all too often reminded of these 
individual equations, these individual varia- 
Part of 
our job is to standardize the practice on as 


tions in our practice of psychiatry. 


high a scientific level as possible, which in 
some cases requires further education of our 
May I 


probably have no larger proportion of weak 


psychiatrists. hastily add that we 


or inadequate or poor psychiatrists than sur- 
gery has surgeons or medicine has internists. 
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In all these fields the poor work of one indi- 
vidual reflects not alone on himself, but on 
the whole field in which he practices. Be- 
cause psychiatry is so much in the limelight, 
any false move makes all of us pay dearly. 
furthermore, the current widespread in- 
terest may lead certain of our enthusiastic 
confreres to oversell us—to lead people to 
expect more than we can deliver. 

With these basic considerations in mind, 
[ would like to point out what appear to be 
the chief trends, the chief emphases of psy- 
chiatry in our military situation; namely, its 
relation to manpower, its wider applications 
as a social science, the increased emphasis on 
treatment, and the psychiatric responsibility 
toward the veterans and their future. 

The implications of psychiatry in the man- 
power situation, even as applied to the Army 
are numerous and broad; the problem of 
a major one for the 
effective utilization of 


manpower has been 
entire nation. ‘Thi 
manpower within the Army has always been 
i major concern of the War Department. 
leven with the expert and elaborate classifica 
tion anda 


that there 1 


ihinent program, no one denies 


a certain percentage of man 


power Nee arily not in the most effeetive 
ln so large an organization, eertamly 
errors and mistakes will oceur, A large 
\riiy must have a eonsiderable number of 


who il] lie 
who because of nek of motivation, be 


found to be non-etfeetive 5 
Cittise Ol pel onality of pliysical defects and 
other reasons, contribute 


heenause Of many 


minimally or in some eases even detrimen 
tally to the military effort, The sper ifie appli 
cation of psychiatry in these instances has 
heen concerned with the disposition of these 
non-effective individuals, Regardless of the 
cause, the company or unit commander with 
even a little observation recognizes the man 
as a non-effective. He may try to help him, 
he may make every effort to utilize him, but 
for one reason or another the man does not 
or will not contribute. The officer does not 
like to classify him as a non-effective or to 
indicate on the man’s service record that he 
is other than satisfactory, because if he does, 
such an indication mitigates against any sub- 
sequent transfer of that man out of his unit. 
The unfortunate result is that such a non- 
effective individual may be passed from unit 
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to unit to unit, although his service record 
will still indicate that he has had a satisfac- 
tory record. Sooner or later by reference he 
turns up as a patient in the medical depart 
ment. Frequently, unless excluded by some 
specific organic defect, he finds his way into 
the hands of the neuropsychiatrist. Too often 
the neuropsychiatrist can find no psychiatric 
disease or illness and the man is returned to 
duty. He is still non-effectual and sooner or 
later he is bounced back to the hospital. 
Again he may go through the same procedure 
and be returned to duty, only to be returned 
again to the hospital. 

For many and varied reasons, a kind of 
solution resulted in the discharge of the man 
from the Army with some kind of medical 
diagnosis, almost always neuropsychiatric. 
To those of us responsible for the policies 
and practices of psychiatry in the Army, this 
procedure was extremely disturbing. It re- 
sulted in the abuse of our scientific judgment, 
or our terminology, and became in some 
degree of prostitution of the medical depart- 
ment. To meet this problem, following an 
extensive survey by the Inspector General, 
the Air Surgeon, and G-1 of the War De- 
partment, War Department Circular No. 81 
was recently published, pointing out this 
abuse of medical channels in disposing of 
non-effective individuals. The content of this 
circular, which incidentally is restricted, indi- 
cated in very positive fashion that such non 
effective individuals should not be discharged 
through medical channels. So long as the 
psychiatrist practices a scientific brand of 
medicine and bases his judgment as well as 
the disposition of the man on his scientific 
findings, neither the medical department nor 
psychiatry will be abused. In essence, if the 
man does not have a medical condition then 
he is no direct concern of the medical de- 
partment. 

A second major trend of psychiatry in the 
Army is in the application of its principles 
to the total situation of the soldier 
rather than merely being a method of diag- 
nosis or treatment. 


social 


it is believed by many 
of us that the greatest contribution psychiatry 
nught make would be in the field of preven- 
tion. The status of any individual in the 
Army ina sense is unique. He is a small part 
of a very large group which is broken down 
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into many smaller groups and he ga abl 
member of a family, mi 
pany, the battalion or the inc 
he does, how he lives, how he W 
mined by the purpose and ¢ re] 
unit. As an individual he be tor 
lary importance. The ach na 
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related to the leadership | th 
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understand the individual, and in our attempt ex 
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to help that particular unit saz di 
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able number of our combat soldiers are being 
given a rest period in so far as strategy per- 
mits, rather than expecting them to fight on 
indefinitely as occurred earlier in the war. 
We have recently received word that combat 
replacements would be sent forward by pla- 
toons rather than as individuals as was origi- 
ially necessary. This too may have been due 
partially to the efforts of the psychiatrists in 
the Army. 

Although the British have used psychiatric 
examinations in officer selection for more 
than two years, only in a very recent report 
from one of our Armies in one of the thea- 
ters was the specific instruction from the 
commanding general that all officer candi- 
dates would receive a psychiatric evaluation 
before being sent to the officer candidate 
school. This order was a part of a memo- 
randum relative to the psychiatric problems 
in that Army. 

The third major trend in army psychiatry 
is the greatly increased emphasis placed on 
the treatment of psychiatric patients. Major 
changes have taken place in the attitude and 
the policy and the practice of psychiatric 
treatment in the last two years. Initially, 
psychiatrists were located only in the hospi- 
tals and their function was primarily the 
making of a diagnosis with the specific in- 
struction to rapidly dispose of the man, al- 
most always by discharge from the Army. 
Until only a few months ago, psychoneurotic 
patients were placed in general hospitals de- 
spite the fact that we have long known from 
civilian experience that psychoneuroses did 
not do well in hospitals and ordinarily were 
not treated there. The army policy and prac- 
tice changed and convalescent hospitals were 
established in which these individuals could 
be placed in uniform, live in barracks, be 
away from the protected atmosphere of the 
general hospital environment. 

Except for some relatively minor instruc- 
tions, it is only 13 months ago that the first 
army directive was published relative to 
psychiatric treatment in the Army. During 
the last year tremendous strides have been 
made in the field of group therapy, in the 
development of activity programs, including 
occupation and recreation and education for 
psychiatric patients. 

Initially, all psychotic patients were rapidly 
disposed of by discharge from the Army as 
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soon as possible to state and veterans hospi- 
tals. At the present time, an effective treat- 
ment program is in progress in specialized 
centers all over the Zone of the Interior. At 
present, at least five out of every six patients 
who had developed a psychosis are suffi- 
ciently recovered to return to their homes. 
At the same time, the attitude and practice 
have so markedly changed that those indi- 
viduals with a negative history and with only 
a minor brief psychotic episode are in some 
instances returned for further duty rather 
than being discharged. 

Perhaps more significant than these re- 
markable advances have been in the Zone of 
the Interior, is the gradually changing atti- 
tude relative to the treatment of the combat 
psychiatric casualty. The very splendid and 
outstanding work that has been accomplished 
in both the European Theater and the South- 
west Pacific has brought great credit to psy- 
chiatry. These accomplishments, however, 
have been made against considerable odds. 
It is well recognized that psychiatric casual- 
ties do consistently occur but no special plan 
of organization was made prior to the war 
for the reclaiming them through treatment. 
This necessitated the development of special 
makeshift arrangements within each Army, 
developing a so-called exhaustion center out 
of a gas treatment battalion or out of a clear- 
ing company for the psychiatric treatment 
center. The psychiatrists, in such cases, were 
taken out of the evacuation hospital and at- 
tached to this special treatment unit. At the 
present time, those of us in The Surgeon 
General’s Office are very greatly concerned 
with the development of definite, 
planned organizations to take care of this 
problem in the future combat theater. It is 
our hope that we may set up psychiatric 
teams, comparable to the so-called auxiliary 
surgical teams to be attached to any unit to 
provide psychiatric treatment. It is our hope 
that we may set’ up special neuropsychiatric 
hospitals available to the Army, planned 
and designed to meet the neuropsychiatric 
problem. 

This increased emphasis placed upon treat- 
ment is a source of much satisfaction and 
pride to those of us in this field. The treat- 
ment of the psychotic, the creation of the 
convalescent hospitals, the specific directive 
to provide maximum hospital benefit for 


some 
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psychoneurotic patients, and the remarkabl 
achievements of the psychiatrists with combat 
troops are all major progressive steps. One 
of the most brilliant chapters in psychiatry 
in this war is being written by the divisi 
psychiatrists and by the mental hygiene cot 
sultation psychiatrists—the former in evet 
combat division, and the latter in every basic 
this country. All these d 


velopments have been made possible throug! 


training camp in 


the aggressive leadership and support of Th 
Surgeon General and his entire staff. 

The fourth and final major trend in ar 
psychiatry is the growing concern for 
discharged neuropsychiatric veteran. For 
tunately, the Veterans l‘acilities stand by 
have the major responsibility for this jol 
and yet the Army does feel a manifestly 
major interest in what happens to t 
siderable number of men who have been dis 
charged from the Army because of ment 
disabilities. That this is no small number 
common knowledge. Perhaps the fact that 
g8 percent of us in the Army are in reality 
only civilians in uniform for the emergency 
makes us feel the greater interest in this 
major problem of the home front. Our prob 
lems within the structure of the Army have 
been enormous—they have consumed time 
and overtime for all of us connected with 
psychiatry, and yet we have also had to spend 
considerable time planning for and advising 
in regard to the veterans. It has been a 
necessity because of the public demand. 

Almost from the outset, the number of 
rejections at the induction centers for neuro 
psychiatric reasons called for explanations. 
The increasing number of men discharged 
for psychiatric reasons has called for more 
explanations. The result has been a we 
trodden path to our little division in The 
Surgeon General's Office by writers from 


11 


magazines and newspapers, from radio sta- 
tions and motion-picture producers. Our 
Public Relations Officer has told me _ that 
except for the special drives, such as nurses 
recruitment, neuropsychiatry probably re- 
ceives more newspaper column space, and 
he receives more inquiries about it than any 
other branch of The Surgeon General's 
Office. Undoubtedly, it is well that the pub- 
lic should be educated and you and I and 
every psychiatrist in the Army has the re- 
sponsibility of helping along with this in 
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On the other 
a tremendous chal- 


most of us. 


nge, a great opportunity, and now it’s part 

rs. You have the responsibility of being 
doctor. The 
are that most of us civilian physi- 


military officer and a 


s will never be very G.I. Our major 
ribution is in the field of medicine. What 
i lack in our G.I. qualities, we cer- 

y can and should and must make up in 


octors. 
3. Keep your sights high. It is all too easy 


fall into the rut. There are unlimited 
ibilities. You will not lack 


ial to permit 


search in the 


clinical ma- 
you to learn, to grow, to do 


\rmy. But 


feel you have to close shop on the dot 


you cannot, if 


1: 30 in the afternoon to make the carpool 
me. In civilian life, you will never attend 
lical meetings in the daytime except at 
ventions. Consequently, 

+1, 


just because you 


come into the Army do not assume that 
ist have e out of your duty hours 
tend conferences or seminars or journal 


mad some 


spe cial little pr yblems that 


1are interested in. Enlist your chief's help 
work on these. Keep your own records ot 
cases. Develop your own reprint 
ry. The sky's the limit and your chief 
ndicaps will be within yourself. 


1. Don’t oversell yourself or your subject. 


thusiasm 1s reat quality, but if it leads 

u to overestimate yourself or if it leads you 
) have other people overestimate you, it 
ner or later defeats vou. Particularly is 

true for us in the field of psychiatry in 


the Army. We cannot expect to return every 
an to duty, and on the other hand we can- 
permit a man to go home just because 


he wants to. What you may do, what you 
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may accomplish, reflects not only on your- 
self, but on the hospital or the unit with 
which you are associated; it will reflect on 
Colonel Porter and the school ; it will reflect 
on the medical department of the Army, and 
it will reflect on psychiatry. It is to be hoped 
that your reflections will all be favorable. 

5. It is well to recognize that your road 
will not be smooth. You are entering a field 
in which there are probably more miscon- 
ceptions, and less adequate understanding 
than in other field in medicine and 
doctors hold these misconceptions sometimes 
more tenaciously than laymen. Fortunately 
for most of you, you come into the field with- 
out these prejudices. You come in without 
You may 
little recognize the isolation in which psy- 
chiatry has existed for too many years. But 
again, fortunately you find a fertile soil 
within the Army. You will find psychiatry 
working hand in hand with medicine and 
surgery, a closer relationship than exists in 


any 


many of these misconceptions. 


almost any of our civilian hospitals. Main- 
tain and develop these contacts and relation- 
ships. Make it a practice to go on regular 
rounds on medicine or surgery. Keep up 
your skill with the electrocardiograph, as well 
as the electroencephalograph. 

In closing, my admonition to you is to be 
a doctor first, last and always. As the occa- 
sion demands be the best psychiatrist or 
neurologist you can be. Be the best army 
officer you know how to be but never sacrifice 
your physician-patient relationship. Make it 
your aim to maintain and grow in your scien- 
tific attitude and knowledge. May you all 
make it your immediate goal to practice a 
practical, helpful, scientific psychiatry and 
neurology. 
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DELAYED ACTION OF INSULIN IN SCHIZOPHRENIA ' 


CAPTAIN F. J. BRACELAND, 


J. A. VAICHULIS,* Pu. D. 


Horvath and Friedman, using 0.05 unit of 
insulin per kg. of body weight, intravenously 
administered, found that three out of four 
schizophrenic patients exhibited a delayed 
This was 
demonstrated by a 35 minute period elapsin; 


~ 


response to intravenous insulin. 


before the lowest level was observed, instead 
of an average of 28 minutes observed in col 
lege students. In addition, the return of the 
blood sugar to basal value was considerably 
delayed in schizophrenics. The blood sugar 
of the fourth patient was not appreciably 
altered by the presence of exogeneous insulin. 

Freeman and his collaborators, using in 
travenously 0.1 unit of insulin per kg. of 
body weight, tested 49 schizophrenic pa 
tients. “A half hour after the injection of 
insulin, the mean the normal subjects 
decreased to a level of 29.6 mg. per 100 cc., 


for 


while the corresponding value for the pa 
tients was 39.2 mg. per 100 cc.” and “41% 
of the patients showed greater resistiveness 
to insulin than did any of the normal sub- 
jects.” The work of the 
confirms these results. 


present authors 

Fig. 1 shows a composite curve of 29 
schizophrenic cases and that of twenty-five 
normals. In the case of normals, the curve 
arrives at its nadir at the thirty-minute value, 
which was without exception a loss of more 
than 50% of the fasting value. The nadir of 
the curve in schizophrenic cases is 5 minutes 
later and it is less than 35% of the fasting 
value. These discrepancies exist between 
the individual curves, as well as between the 
averages. 

It is probable that this resistance to insulin 
can be explained by the presence of an anti- 
insulin factor which Meduna, Gerty and 


1 Read at the Centenary Meeting of The Ameri- 
can Psychiatric Association, Philadelphia, Pa., May 
15-18, 1944. 

2 Dean of Loyola Medical School, U. S. Navy. 

3 Associate Professor of Psychiatry, University 
of Illinois, at the Illiniois Neuropsychiatric Insti- 
tute. 

4 Associate in 
School. 
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| ( ave lemonstrate in the blood ot 
hizophre s. They found, in about 60% 
thie ses, that the patient's blood in- 
ject into rabbits diminished the fall in 
rar induced by subsequent injection 
sulit This has been corroborated by 

Ml. Harris 
ere resistance to insulin the only devia 
these patients, they would have a 
ecreased glucose tolerance and a high fast 
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247  schizo- 
phrenics showed an abnormally wide distri- 
bution—29% were hypoglycemic—and_ the 


highest were only at the upper limit of nor- 
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mals. These fasting blood sugar values in- 
1; 


dicate that we are not dealing with a simple 
resistance to insulin 

()rdinary sugar tolerance tests throw some 
light on the complexities of this problem. 
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phrenics. This, again, we can confirm. preceding diet. A second advantage of 
These reports are suggestive, but seem to be Exton’s test is that it rules out possible er- 
ambiguous. They led us to seek a more rors due to delayed gastric absorption. 
TABLE I 
b] SUGAR OF SCHIZOPHRENICS IN Exton’s TES1 
Out OOF A. Normal responses B. Flat responses C. Diabetic-like responses 
blo id in- Fasting 30 60 Fasting 30’ 60’ Fasting 30’ 60’ 
é mi sample sample sample sample sample sample sample sample sample 
ie tall in 82 145 145 68 92 48 72 155 178 
Injection &8 124 80 90 II! 101 69 158 169 
rated by 78 138 145 95 98 93 07 178 192 
: 05 rss 132 105 115 105 85 158 240 
135 140 Q2 103 85 155 190 
ily devia- 70 140 “6 68 95 175 192 
| have a 83 135 98 85 102 82 76 139 152 
igh fast- os 113 115 75 95 65 88 83 27 
( 113 75 98 108 68 76 119 152 
120 76 52 84 57 86 141 188 
+4 R8 126 113 86 112 95 80 119 142 
esas tet 75 148 150 74 95 99 72 74 8 
este frssitazs: 90 148 32 74 110 105 92 155 166 
Pitt 75 111 115 65 92 88 87 122 192 
psasessa sass: 105 150 145 95 76 93 76 139 154 
io Seesesesss| 100 132 120 68 92 45 72 97 126 
SO 134 115 86 108 138 
R2 114 95 36 102 12! 
os 115 102 5 113 145 
4 o8 133 75 108 12 137 
tt 73 121 96 133 139 192 
53 119 115 82 132 184 
tH 60 104 93 57 95 117 
f 75 115 109 57 95 117 
S84 158 103 71 94 154 
seserees 81 133 129 75 123 159 
)2 140 130 90 I2 140 
Cc patients 80 140 132 87 148 180 
ice test 03 23 123 99 117 128 
zophreni 147 149 75 155 
ve of 25 8: 109 87 92 130 152 
alues are 67 105 105 92 159 182 
od sugar. 9 114 120 92 158 168 
111 178 178 112 125 153 
it occur, 85 128 135 100 124 135 
1- Jensen 75 123 132 08 153 182 
rer &9 165 89 81 119 146 
schizo- we 131 at 
e distri- 50 06 139 
and the 88 125 169 
of nor- 78 105 120 
: 92 131 169 
a simple oo 00 128 
88 119 130 
WwW some 92 105 125 
yroblem. 78 105 135 
110 
1€ anc &2 140 161 
owman, 
wee decisive test. We have tried Exton’s 2 dose- In normal individuals, the first half of the 
pe 1 hour test. One advantage of this test, ac- sugar produces a marked rise in the blood 
a cording to E. Wayburn and H. Gray, is that sugar at the end of the first half hour, 
the results are relatively uninfluenced by the whereas, the second half fails to produce a 
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rise of more than 5 mgm.% and more fre the schizophrenic liver said to be abo 
quently there is a fall in the blood sugar at | t It is permissibk 
the end of the second half hour. In cases of nfer that t delayed action insulin may| 
liver disease, diabetes and pituitary tumor, e due to a decreased « ity of the liver 
the second dose of sugar produces a rise ndle larger amount cose given | 
more than 10 mgm.% at the end of the unusual wa eakness of the |] 
second half hour. We examined 102 schizo- pothesis is that it does not explain the it 
phrenic cases. The patients were on an ay ed anti-insul1 tor in the schiz 
erage state hospital diet of roughly 2 
calories daily. About 1100 calories were sup Diabet mellits lue to lack of insuli 
plied by carbohydrates. We excluded from ruled out by thi ting blood sug 
the test catatonics who required tube-feeding by the nort thnormal rise durit 
The urine of the patients was examined fort t 1 by the lack \ 
evidences of sugar in every case at the end r excretion in 1 at the end 
of the test. We found traces of sugar in only © the 
one instance. Since Soskin demonstrate ; 
t! 
220 ~ it we 
J curves Wwe! 
140} | e additi 
5 = | 
| 7 | 
TIME IN MINUTES Tim N MIN { mate 
Fic. 2.—Exton-Rose two dose-one hour glu blocked ( ul und the hig 
tolerance test. A. shows three average normal rile betes in ass 
subjects’ Exton-Rose curves; B., four dial : 
cases; C., four schizophrenic cases 
itive 1s 
Twenty-one of the tested schizophrenics lt the action of the i he markedh 
received insulin or electric shock therapy Ate, 
but none within a year prior to the test. The !cicate That the | in tie action @ 
treated cases showed no deviation from thi 
group as a whole. Eight of the 21 cases 
treated previously showed normal (nega- 
tive) Exton’s test and 13 were positive geen 
This is approximately the same proportion eer 
as in the untreated cases. Only 37 cases 
of the 102 tested had normal curves. The Prema, begut 
majority (65 curves), were definitely ab- DY Pracela 
normal; 16 were flat or descending, perhaps Petore We can sum- 
indicating overactivity of the vago-insular fl the 
system; 49 showed an abnormal rise during ; e% 
the second half hour. t is not related to 1 fasting bloot 
We are here concerned with the continu ir level 
ously ascending curves. These are seen in It is not | ned to any particular type 
diabetes mellitus, liver disease and in hyper ebephrenic, catatonic or paranoid. 
pituitarism (tumor) as well as in_ schizo- 3. It is most ently found when the 
phrenia. schizophrenia 1s acute or still in process 
Inefficiency of the liver function cannot not when it has burned out as in the chronic 


be ruled out. As a matter of fact, the weight ickward state hospital patient 
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OBSERVATIONS ON THE 


WENDELL 
In the morning mail came the announce- 
ment from an old friend of the opening of his 
office for the private practice of psychiatry. 
for a man with an envi- 
able record in haere and with an unusual 
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This delighted me, 
round in psychiatry and philosophy was 
joining the ranks of those who are devoting 
the mselves to the care of patie nts 

the limitless plea- 
ure awaiting him in practice, the agreeable 
challenge to constructive _— inherent in 


day- 


physician relationship, the 
ial of old and concepts of 
the details of organization 
of even the most modest office, the financial 
These constitute the 
s life. 

to the 
nature man, well trained but no slave to his 


problems rewards 
daily grist of the private practitioner’ 


They are their own sufficient rewards 
training, and eager to test theory with 


practice. 


I am concerned here with a frank appraisal 
f his difficulties with which he will quickly 
he confro1 He l] discovet t] t his 


lat no means exist for applying concerted 
effort toward their solution. In that excellent 
olume, “A Hundred Years of Psychiatry,” 
published last year on the 
versary of The American Psychatric Asso- 
ciation he will find no reference to the growth 
of the private practice of psychiatry in these 
United States. He will search the 
the programs of past meetings of the 
ciation and of other psychiatric societies with 
In short, 
that he has joined the ranks 


the meagerest return for his efforts. 
he will discover 
of the 
happiness should have as its inevitable com- 


happy, and forgotten men. That 
panion mental and professional isolation will 
seem the more queer to him as his experience 
deepens, and he becomes more aware of the 
“erudition.” He 
disturbed at the 
facts of experi- 


limitations his previous 
will perhaps be profoundly 
> had done to the 


ence in his teaching demo1 


violence he 
istrations to stu- 
dents: or at the remoteness and ultra-refine- 


PRIVATE 
MUNCIE, 


PRACTICE 
M.D. 
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ment of the problems of “research” in which 
he had excelled. In short, he will have added 
measurable cubits to his stature, his overall 
wisdom and skill, but almost certainly this 
will perforce remain a matter to be cherished 
in secret, shared only with those who will 
profit most directly from it: his patients. 

He will discover some very serious limita- 
tions to his effectiveness, namely: 

1. Almost certainly he will not have “hos- 
pital privileges” for his patients in the well 
established psychiatric hospitals. These are 
almost “closed” institu- 
tions, which may or may not choose to accept 
should they need 
‘ most transient hospital care. 


without exception 


his patients as their own, 
even the 

In no other branch of medicine does this 
hold. The high level of medicine and surgery 
in this country depends not only on the ade- 
quate training of practitioners, but in the 
[ hospital 
the state of sur- 
gery if every practicing surgeon automati- 
cally were forced to turn over to a closed 
surgical institution his patients who could 
not be 


general availability of excellent 


facilities. Try to imagine 


handled by oftice procedure. 

The inequities of this situation are ap- 
parent. Not infrequently patients resist hos- 
pitalization because this means an unwelcome 
and unnecessary change in professional care, 
the waste 
of time in establishing new contacts. It is 
almost certain that control of the 
through the usual 


teaching-hospital training hierarchy offers no 


the needless reiteration of history, 


remote 
treatment of patients 
professional advantage over the unbroken 
attendance of the experienced practitioner 

It goes without saying that sometimes such 
a complete change is desirable. The practi- 
tioner should recognize this as well as the 
reverse situation. 

2. ailing to find admission for his pa- 
tients in closed psychiatric hospitals the prac- 
titioner may attempt treatment on the wards 
of a general hospital. He will find that this 
is a method wasteful of his own time, the 
patient’s money, and even when successful 


producing, at prodigious cost in effort and 
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OBSERVATIONS ON 
money, results which could be much mort 
easily achieved in a well organized psychi 
atric unit. This comes about from the simpl 
fact that all the services available in a psychi 
atric clinic as a part of an established régime 
have to be offered only on a special basis in 
the general hospital. Furthermore only a 
very limited variety of patients can be ac 
cepted at all in a general hospital. [ven 
nuldly depressed cases the hospital may 
object to accepting because of the potential 
suicidal risk. But beyond all these limitations 
is a more serious one, namely, a certain latent 
if not overt hostility on the part of the per 
sonnel of the general hospitals directed to 
ward psychiatric patients of all sorts. There 
Is an enormous educational job to be done 
in connection with the use of general hospi 
The 
announcement of a prize offered by the 
Modern Hospital Publishing Company for 
the best plan for practical resolution of this 
issue 1s a step in the right direction. 


tals for psychiatric patients. recent 


3. He will have little part in the training 
programs of the established clinics. Why are 
there no “attending psychiatrists” in the real 
sense in our important psychiatric hospitals ? 
Aside from the organizational issues involved 
which must be apparent to one with years in 
such hospitals, one cannot truthfully exclude 
as the primary reason the advantages accru 
ing from a single system of treatment and 
teaching. That any single system may finally 
tend to exhibit ex-cathedra propaganda pro 
pensities cannot be known to those receiving 
instruction at its hands. Frankly to have 
dissenting elements too heavily represented 
could be very disruptive to the morale of an 
organization. 

To state this simple fact is to acknowledge 
that most hospitals are organized about, a 
central body of concepts, which will vary 
from one hospital head to another, but which 
determine the treatment and teaching pro 
gram. This in turn is a commentary on the 
status of present day psychiatry, exhibiting 
several vehement “isms,” aggressively bel 
ligerent or defensive depending on the local 
situation, and showing little of that tolerance 
which one might reasonably expect, conside: 
ing that 
ineans of arriving at essentially similar ends 


there demonstrably are various 


The experienced practitioner may prefer the 
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‘ ] nN thods. derived from 
training and experience, but he will early 
have noted that many methods 
it the most diverse hands accomplish de- 
le results. In short he will come to an 
praisal of what methods are best for him, 
he will gladly extend the privilege of 
fering to his colleagues. Further he will 
la larg ea of general agreement, and 
| ll seek to « d this by mutual under- 
ins 
Compart te of a rs with that in 
ical and medical services. Here it is 
senerally conceded that a combination of 
Full 1 part-time supervision with a 
diversity of viewpoints is desirable for the 
1-1 | instruc 1. Can it be that 
physi s exhibit more toler- 
e tl psvc sts 
here e only two ways of altering this 
is by tl ving open the facili- 
s of the present “closed” hospitals to quali- 
ed gene practitioners he same manner 
s is dot general hospitals to internists 
d« rgeons he thie sb the establish- 
nt « psvchiat facilities in general hos- 
pitals, each with its attending and resident 
| n reasons the latter would seem 
be the development e likely to occur. 
he former alternative would have to hurdle 
e difficulties arising (1) from the position 
v of these as institutions performing 
special service. ¢.g.. as essential research 
nd teaching institutions, where unity of 
ideology and of effort may appear necessary ; 
( the tradition of psychiatry in this 
( still as institution-dominated pro- 
fession, in which the emphasis has shifted 
from state pital to teaching and research 
ins tes. The present closed hospitals can- 


not begin to fill the need for psychiatric 


fa es—either physically, in the number of 
bed ivailable r professionally, in_ the 
variety of type ot traiming and therapy 
d 

Barred from active participation in the 
worl ort the vel 1 titution who depend 
on hi reterence tor a good hare of their 

Imissions, the practitioner works in an un 
he ilthy isolation Tf he attends the local and 
national society meetings, he comes away 
with little reward, for no one has mentioned 
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the practical issues which are his daily prob- 
lem, nor does he hear any challenge to hal- 
lowed psychopathological concepts. He is fed 
on “research,” statistical studies, exhortation, 
and effulgent praise of this or that pioneer— 
mostly from representatives of the closed 
institutions. 

Maybe this is the practitioner’s own fault. 
He may with some justice have concluded 
that without the formal backing that 
with titles he can carry no conviction. If so, 
One of our 


goes 
let him shake off such delusion. 
ereatest figures began and ended with the 
denial of recognition from the established 
order. His very isolation served his matura- 
tion processes. 

Let us recognize these few simple and 
salient facts: 

1. The practitioners of this country today 
carry a large share of the total psychiatric 
case load—perhaps the largest. 

2. They are peculiarly circumscribed in 
the best exercise of their professional skill 
by the denial of the use of present established 
psychiatric facilities, and by the severe lack 
of generally available psychiatric facilities, 
open to all. 

3. The general level of psychiatric care 
may not be judged by the work of the few 
established clinics, but only by the quality of 
professional skill and of treatment facilities 
available to the masses. Psychiatric care will 
never equal the status of surgical and medical 
care until there are more and better trained 
psychiatrists, having at their command ade- 
quate facilities for treatment. The extension 
of medical expense insurance coverage will 
put unprecedented demands on the private 
practice of psychiatry pointing up our present 
inadequacies in the most glaring fashion. 
This will either be met 
private facilities or most assuredly by goy- 


by an expansion of 


ernmental intervention, 


4. The practitioners must organize locally 
and nationally for the simple purpose of 
defeating that isolation which would spell 
their professional regression and the lower- 
ing of the quality of service available to the 
community. Such an organization must rest 
on the recognition that many means can reach 
desirable ends. This is no profession of 
psychopathologic nihilism but a challenge to 
a pooling of experience, an invitation to an 
“open” rather than to any “closed” system 
of psychopathology. The large task of this 
organization will be educational, to influence 
physicians, community organizations, hospi- 
tal directories and superintendents and ordi- 
nary people generally toward such an under- 
standing of the problem that solutions will 
be urgently demanded. 

The practitioners as a united group can 
and should use their community contacts to 
the utmost to promote the community wel- 
fare through the betterment of the available 
psychiatric service. As our society is at 
present organized, ths end will include an 
enlargement of the opportunities for private 
psychiatric care. 

In Maryland, the private practitioners 
have recently organized as the Association of 
Private Practicing Psychiatrists. Every kind 
of psychiatric background is represented. 
\Ve are attempting to study the whole prob- 
lem of community psychiatric care, to get at 
the facts of our difficulties which we all 
share, and our opportunities, and to use our 
influence for the betterment of the com- 
munity understanding of the issues involved. 
Everywhere we meet vested interests, some 
hostile, some sympathetic. We may expect 
to succeed in the degree that our vision coin- 
cides with the community needs. The estab- 
lishment of similar groups in every part of 
the country would soon lead to a clarification 
of the difficulties and to a variety of proposals 
for their resolution. 
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Personnel_—With VE day, it is expected 
many medical officers will be returned to tl 
country under War Department policy. Except 
a few key specialists, the majority of 
who have not had overseas duty, will b 
sent on to the Pacific Theater, with many of t 
returned medical officers taking their place in this 
country. The shortage of psychiatrists is still acute 
Specific moves will very shortly take place, includ 
ing the transfer of Lieutenant Colonel Malcolm J] 
Farrell, who for three years has been the De] 
Director of the Neuropsychiatry Consultants Divi 
sion, in the Office of The Surgeon General. He is 
to be the Commanding Officer of a hospital ship 
which will carry chiefly neuropsychiatric patients 

Colonel Franklin G. Ebaugh, who has been thi 
Consultant in Neuropsychiatry in the 
vice Command, will become the Consultant in 
ropsychiatry in the Southwest Pacific Tl 

Lt. Colonels Lauren Smith and Dougl: 
have both recently been promoted to ful 
Colonel Smith is Consultant in Neuropsychiatry 
in the Ninth Service Command, and Colonel Thom 
in the Second Service Command. It is anticipate 
that most of the neuropsychiatric staff in the Neu 
psychiatry Consultants Division of The Surge 
General’s Office, will be replaced by overseas ps 


officers 


Eighth Sei 


Neu- 


l coli n 


chiatrists. uel 


It is not anticipated that many psychiatrists will 
be discharged from the service for some time. An 
acute shortage exists in this field, coupled with th 
fact that the Medical Department activities of 
necessity reached the peak some time followi: 
cessation of hostilities, which will require their 
continued presence in the army. 

School of Military Neuropsychiatry.—The gradua- 
tion May 15th, of the 20th class from the School of 
Military Neuropsychiatry, now located at Mas 
General Hospital, brought the total number of 
graduates to over 1,000 men. This will 
continue under the direction of Colonel William C. 
Porter, with a faculty of 5 men. A new class began 


school 


immediately following the graduation of the 20th ™ 
class; another class will begin the course in July, ' 


composed entirely of new medical officers who have 
just come into the Army. Under the direction of 
Doctor S. Bernard Wortis of the New York Uni- 
versity and Doctor Nolan D. C. Lewis of Columbia 
University a three months’ course will be instituted 


at these universities for an additional group the 1st &. 
of September. ol 
Method of Recording the Diagnoses—A War Surg 


Department Circular will soon be issued, directing 
all medical officers to record the 
various types of psychoneuroses in a specific man- 
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instances, under far too much pressure with heavy 
case loads to attempt investigative research. With 
this specific problem in mind, The Surgeon General's 
Office requested The Office of Scientific Research 
and Development, through the cooperation of the 
New Plans Division of the War Department, to 
send a mission to the E. T. O. for this purpose. 
On the 20th of May, Doctors John Whitehorn, 
Lawrence John Romano, Leo Bartemeier, 
and Karl Menninger, left for the European Theatre 
and immediately proceeded to the combat area. As 
the result of the cessation of hostilities shortly 
thereafter, this group was utilized to investigate 


Kubie, 


psychiatric aspects of several other problems in the 
theater and were able to make contact with many 
of the psychiatrists in the 1st, 3rd, 7th, oth, and 
1sth Armies, as well as to confer with many of the 
psychiatrists in the army hospitals. They are ex- 


pected to return to this country by 15 or 20 June. 


REPORT OF THE EXECUTIVE COMMITTEE, HELD AT 
THE HEADQUARTERS OF THE AMERICAN Psy- 
CHIATRIC ASSOCIATION, 9 ROCKEFELLER PLAZA, 
New York City, AUGUST II, 1944 

A meeting of the Executive Committee of The 
American Psychiatric Association was held at the 
headquarters of the Association, Room 924, 9 
Rockefeller Plaza, New York City, on August IT, 
1944, at the call of the President, Dr. Bowman. 
The following members were present: Dr. Hamil- 
ton, the President-Elect (presiding), Dr. Thom 
and Dr. Overholser. Dr. Bowman was prevented 
by transportation difficulties from attending, and 
Dr. Strecker by urgent military commitments. Doc- 
tors Burlingame and George S. 
present by invitation. 

The meeting was called to order by Dr. Hamil- 
ton at 10.45 a. m., a quorum being present, and 
proceeded to consider a num! 
mitted by the President. 

The matter of the relation of the Association 
to its members in the military service was fully 
discussed. It was voted that the Association de- 
clares its purpose to foster arrangements whereby 
psychiatrists returning from military service will 
be assisted in 
assignments. 

The Committee considered the questions of de- 
ferment from the draft of suitable numbers of 
pre-medical students as a means of ensuring a 
flow of medical graduates. It was voted that the 
Committee, acting for the Association, endorses 
the purpose of House Bill 5128, providing for 
such deferment, and that the Secretary be instructed 
so to advise the suitable committees of Congress. 

In relation to the interest of the Association in 
the work of the Baruch Committee on Physical 
Medicine and in the development of physical therapy 
as it is applicable to psychiatry, it was voted to 
request the Secretary to continue his participation 
in the work of the Scientific Advisory Committee 
of the Baruch Committee. 


Stevenson were 


yer of problerns sub- 


securing satisfactory professional 


Consideration was given to the problem of a 
possible permanent home for the Association. It 
was voted to request Dr. Stevenson and Mr. Davies 
to prepare a memorandum on the advantages and 
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disadvantages and costs involved if the Association 
should seek quarters in the same building with 
the National Committee for Mental Hygiene, such 
memo to be submitted for action at the December 
meeting of the Council. 

It was voted to request the President to appoint 
a committee on Clinical Psychology,: not to exceed 
five members. 

It was voted to recommend to the President 
that he designate not more than five members to 
work on the problems of industrial psychiatry in 
collaboration with the Chairman of the Committee 
on Public Education. 

The committee considered the petition submitted 
on May 18 to the Council and by the latter re- 
ferred to the Executive Committee, the petition 
dealing with the subject of rehabilitation and the 
Association’s activity therein. It was voted to be 
the sense of the Committee that further work in 
rehabilitation may properly be done in accordance 
with the desires of the petitioners; that the Com- 
mittee recommends that private funds be sought 
to amplify the work now carried on in this field 
by the National Committee for Mental Hygiene, 
and that if these funds be secured the President 
be requested to recommend to the National Com- 
mittee several Fellows of this Association to serve 
as an Advisory Committee. 

Certain correspondence was submitted dealing 
with the desirability or otherwise of wide pub- 
licity tor certain group therapy activities now being 
carried on. It was noted to be the sense of the 
Committee that all group therapy should be con- 
sidered a medical matter to be instituted and carried 
on under the supervision of competent physicians 
and kept free from the type of publicity which is 
offensive to reputable physicians. 

It was voted to reaffirm the action of the Asso- 
ciation taken on May 20, 1942, authorizing the 
Special Committee on Psychiatry in the Armed 
Forces to meet issues appropriately as they arise. 

It was voted to request the Committee on Inter- 
national Relationships to formulate recommenda- 
tions for consideration of the Council concerning 
the desirability of extending full membership to 
citizens of the Latin American countries. 

The report of the Certified Public Accountant 
on the Annual Meeting account was presented and 
approved. 

It was voted to authorize a budget of not more 
than $500 for the current year for the Committee 
on Program. 

The meeting adjourned at 2.05 p. m. 

WINFRED OverRHOLSER, M. D., 
Secretary-Treasurer. 


Report OF MEETING OF EXECUTIVE COMMITTEE, 
HELD IN THE Hote. LEx1nGton, NEw York 
City, DECEMBER 17, 1944 


The Executive Committee met in the Hotel Lex- 
ington, New York City on December 17, 1944, 
being called to order at 10.15 a. m. by the President, 
Dr. Bowman. The following members were present 
in addition to Dr. Bowman—Doctors Hamilton, 
Strecker and Overholser. Dr. Thom was prevented 
by illness from attending. The Executive Assis- 
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tant, Mr. Davies, was also present. The minutes 
of the meeting of August II, 1944 were approved, 
having previously been circulated to the members. 

It was voted on motion of Dr. Overholser, sec- 
onded by Dr. Hamilton, that the Committee recom- 
mend to the Council the acceptance of the New 
Jersey Neuropsychiatric Association as an affiliated 
society. 

It was voted, on motion of Dr. 
onded by Dr. Overholser, to recommend to tl 
Council that New York City be selected as tl 
location of the 1946 meeting. 


Strecke 


After some discussion of the possibility of maki: 
full membership open to psychiatrists from Latin 
America, it was voted on motion of Dr. Hamilt 
seconded by Dr. Strecker, to defer action pend 
ing the report of the Committee on Internatio: 
Relationships. 

Consideration was given to the proposal that a 
Committee on Affiliated Societies be estal 
It was voted, on motion of Dr. Strecker, seconded 
by Dr. Hamilton, that in view of the fact thi 
affiliated society is now invited to send representa- 
tives to all meetings of the Council, it is the sense 
of the Executive Committee that no action re- 
garding such a committee seems necessary. 

The audited financial report of the Centennial 
Meeting was considered. It was voted, on motion 
ot Dr. Strecker, seconded by Dr. Hamilton, that 
the Treasurer be authorized to transfer ‘ive hundred 
dollars from the General Fund to the Association 
Meeting account. 

It was voted, on motion of Dr. Overholser, 
seconded by Dr. Strecker, to ratify the mail ballot 
of the Committee authorizing the travel expense 
for meetings of the Nominating Committee, com- 
mittee on Research, and the Committee on Psy- 
chiatric Standards and Policies. 

On consideration of the suggestion of the Com- 
mittee on Research that a prize be offered f 
research activity, it was voted on motion of D 
Hamilton, seconded by Dr. Overholser, that th: 
Executive Committee is interested in the proposal 
that an award for research be set up, and hopes 
that the definition of the field of research and the 
conditions under which such an award might be 
made will be formulated so that further considera 
tion may be given. 

It was voted, on motion of Dr. Overholser, sec- 
onded by Dr. Strecker, to recommend to the Council 
that the Association pay the full cost of the annual 
meetings and that a sum not to exceed $1,000 be 
granted to the local committee for expenses. 

On consideration of the proposal that the Asso- 
ciation sponsor a publication in French concern- 
ing progress in American psychiatry, it was voted 
on motion of Dr. Hamilton, seconded by Dr. 
Strecker, that the Committee recommend to the 
Council that although the Association sympathizes 
with the effort to inform French’ speaking psy- 
chiatrists of the progress of American psychiatry, 
the Association has no arrangement whereby it 
could sponsor the proposed volume. 

The meeting adjourned at 12.20 p. m. 

WINFRED OveERHOLSER, M. D., 
Secretary-Treasurer. 
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M NG O1 CounciL, HELp 
LEXI? nN, NEw YorkK 
City, DECEM 17-19, 1944 
\ meet the ( The American Psy- 
c Association was held at the Hotel Lexing- 
New York City, on Sunday, December 17, 
called to order at 2.15 p. m. by the 
Pi nt, Dr. Karl M. Bowman. Those present, 
to D \ e Doctors Hamil- 
Over er, St er, Ratlit Ruggles, Wag- 
Hat Moersch, Cat rt and Gayle. Th 
: mmittees were present 
i) 1) Fitzpatrick), 
Dayt Kenwort!l Malamud, Sommer, G. § 
( 

t ( ecticut So- 

P t e Illinois 

the M etts Psyel 
A 1 res] ively by Doc- 
S and | bers. Past 
ere Dor s Chapman, 
{ | 1 Mr. Aus- 
t M. D tive Ass t, was also 
he | utive Committee of August and 
D 17, 1944 which were ved o1 
t I \ t was ac- 
Dr. | S ed by Dr 

It vw ted on motion of Dr. Ratliff, seconded 
by Dr. Harris, to accept the resignations of Dr. 
Albert C. FE sito and Dr. George B. Kidd on 
t] 

l f D Overholser, 

Dr. Ruggles, to award the Salmon 
M to D Ih W. M in recognition 
il ntribution to the pathology of 

It S ( motion of Dr. Ratliff, seconded 
O to refer to t Committee on 
History of Psychiatry the proposal to put on 
the historical exhibit prepared for the Cen- 

1 Meeting by Dr. Robert Bookhammer. 

a t s presented | Dr. Stevenson, as 
requested by the Executive Committee, regarding 
the relationship between the Association and the 
National Committee for Mental Hygiene, together 
with tl f nent home for the 


Associatio! No specific iction was taken. 
The report of the Committee on Arrangements 
was presented by Dr. Conrad Sommer. The Council 


voted, motion of Dr. Waggoner, seconded by 
Dr. ( ‘art, to accept the report and to appropri- 
ate a sum not exceeding $1,000 for the expenses 


of the committee in making arrangements for the 
1945 meeting. 

Dr. Malamud presented the report of the Com- 
mittee on Program. It was voted on motion of 


Dr. Strecker Dr. Cathcart, to accept 
the report a1 the Committee to in- 
cur expenses for outside speakers not exceeding 
$500. 
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The meeting adjourned at 5.40 p. m., to recon- 
vene the following morning. 

The meeting was again called to order at Io 
qa. m. on December 18, 1944 by Dr. Bowman. 
Present were Doctors Bowman, Hamilton, Over- 
holser, Councillors Cathcart, Gayle, Harris, 
Moersch, Ratliff, Ruggles, Strecker, Waggoner, 
Past Presidents Chapman, Meyer, Russell and 
Stevenson, and the following Chairmen—Doctors 
Ackerly, Burlingame, Chambers, Dayton, Ebaugh, 
Kenworthy, Malamud, Moore, Myerson, Plant, 
Schroeder, Sommer, Tarumianz. Dr. Robert P. 
Knight represented the Kansas Psychiatric Society, 
Dr. T. A Watters the New Orleans Society of 
Neurology and Psychiatry, and Col. W. C. Men- 
ninger of the Surgeon General’s Office was present 
by special invitation. 

Col. Schroeder presented the report of the Com- 
mittee on Legal Aspects of Psychiatry. It was 
voted to accept the report, on motion of Dr. 
Ruggles, seconded by Dr. Gayle. 

The report of the Committee on Occupational 
vy was presented by Dr. Clifford Moore, 
and was accepted after discussion on motion of 
Dr. Harris, seconded by Dr. Ratliff. 

Col. Ebaugh read the report of the Committee 
on Psychiatry in Medical Education. The report 
was accepted on motion of Dr. Strecker, seconded 


Col. Menninger was then called on, and read a 
prepared statement, consideration of which was 
deferred. 

Dr. Kenworthy presented the report of the Com- 
mittee on Psychiatric Social Service. It was ac- 
cepted on motion of Dr. Strecker, seconded by Dr. 
Overholser. 

Dr. Plant reported for the Committee on Clini- 
cal Psychology. It was voted, on motion of Dr. 
Overholser, seconded by Dr. Cathcart, to accept 
the report and to ratify the action of the Executive 
Committee authorizing the President to appoint 
the Committee on Clinical Psychology. 

The meeting suspended at 12.30 p. m. to re- 
convene at 2 p. m. 

The meeting reconvened at 2 p. m. In addition 
to those present at the morning session, Dr. Farrar, 
the Editor of the JouRNAL, was in attendance. 

Dr. Burlingame presented the report of the 
Committee on Public Education. The report was 
accepted on motion of Dr. Waggoner, seconded 
by Dr. Cathcart. 

The report of the Committee on Psychiatric 
Standards and Policies was read by the Chairman, 
Dr. Tarumianz. The report was accepted on mo- 
tion of Dr. Ratliff, seconded by Dr. Moersch. 

A general discussion then followed on the various 
topics brought up in the two reports just enumer- 
ated. It was informally agreed that a group of 
the members would meet during the evening and 
report to the Council in the morning concerning 
ways and means of implementing the various sug- 
gestions embodied in the discussion. 

At this point Dr. Burlingame, as Chairman of 
the Salmon Committee of the New York Academy 
of Medicine, rose to request that he be recorded 


as in favor of the action taken by the Council in 
voting to award the Salmon Medal to Dr. Joseph W. 
Moore. 

The meeting adjourned at 5.30 p. m., to recon- 
vene at 9.30 the following morning. 

The meeting was again called to order by the 
President at 9.45 a. m. on December 19, 1944. 
The following were present: Doctors Bowman, 
Hamilton and Overholser, Councillors Cathcart, 
Gayle, Harris, Moersch, Ratliff, Ruggles, Strecker, 
Waggoner, Past Presidents Chapman, Meyer, 
Stevenson, Chairmen Ackerly, Burlingame, Cham- 
bers, Dayton, Malamud, Myerson, Sommer, Zil- 
boorg, and Representatives of Affiliated Societies 
Bartemeier (Michigan), Knight (Kansas), and 
Watters (New Orleans), Editor Farrar, and Col. 
W. C. Menninger, Commdr. Francis J. Braceland, 
and Dr. Robert H. Felix (Public Health Service). 

Dr. Ratliff presented a report from the informal 
group which met on the preceding evening. It 
was voted, with one dissenting vote, on motion of 
Dr. Ratliff, seconded by Dr. Waggoner, that the 
President appoint a Special Committee of not to 
exceed five persons to perform the following: sub- 
ject to ratification by mail or other vote by the 
Council, to recommend the employment as soon 
as possible of a Medical Director. It was then 
voted on motion of Dr. Ratliff, seconded by Dr. 
Strecker, that the rest of the report of the in- 
formal group be called to the attention of the 
Special Committee for their consideration, and that 
a meeting of the Council be held before March 1 
for appropriate action on the committee’s report. 

It was voted, on motion of Dr. Overholser, 
seconded by Dr. Waggoner, that it is the sense 
of the Council that the expense involved in the 
establishing of a position of Medical Director be 
met by an increase in the dues of Members and 
Fellows. 

The report of the JouRNAL was presented by the 
Editor, Dr. Farrar. It was voted, on motion of 
Dr. Waggoner, seconded by Dr. Meyer, to accept 
the report. 

Dr. Ruggles presented the report of the Special 
Committee on Psychiatry in the Armed Forces, 
which was accepted on motion of Dr. Hamilton, 
seconded by Dr. Gayle. 

The report of the Committee on War Psychiatry 
was read by the Secretary, in the absence of Dr. 
Steckel. It was accepted on motion of Dr. Harris, 
seconded by Dr. Cathcart. 

Commdr. Braceland made a statement concern- 
ing psychiatric problems in the Navy. 

Dr. Felix read a prepared statement concerning 
the psychiatric plans of the U. S. Public Health 
Service. It was voted on motion of Dr. Ruggles, 
seconded by Dr. Ratliff, to inform the Surgeon 
General of the U. S. Public Health Service that 
the Association views with great interest and 
pleasure the constructive program of the Public 
Health Service relating to the fostering of better 
in-patient care of mental patients, of the develop- 
ment of out-patient clinics, and of research. 

The meeting recessed at I p. m., reconvening at 
2.15 
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The report of the Committee on 
Relationships was read by the President in th 
absence of Chairman Myers, and accepted on 
tion of Dr. Ratliff, seconded by Dr. Ruggles. 

Dr. Ackerly reported for the Committee on 
Membership; the report was accepted on motio1 
of Dr. Overholser, seconded by Dr. Moersch. 

It was moved by Dr. Hamilton, and sec 
by Dr. Ruggles, that the development of a syllabus 
setting forth an outline of the minimal standards 
for undergraduate and postgraduate education in 
psychiatry be referred to the Committee on Psychi 
atric Education with a request for 
early a time as feasible. So voted. 

It was voted on motion of Dr. Hamilton, sec 
onded by Dr. Ratliff, that the matter of standards 
for psychiatric clinics and hospitals be referred 
to the Committee on Standards and Policies witl 
a request for prompt action. 

It was voted on motion of Dr. Strecker, seconded 
hy Dr. Overholser, that the question of a program 
of graduate and postgraduate training in psychia 
try be referred to the Committee on Psychiatric 
Education, 


Internati 


action at as 


It was voted on motion of Dr. Ratliff, seconded 
by Dr. Strecker, to refer to the 
Nomenclature and Statistics a re-evaluation of 
psychiatric nomenclature, a simplification of psy- 


I 


chiatric terminology, and the publication of auth 
tative definitions of psychiatric clinical syndromes 

It was voted, on motion of Dr. Meyer, seconded 
by Dr. Harris, to request each Committee Chair- 
man to report monthly to the Executive Committee 
unless he has nothing significant to report, the 
Executive Committee to pass on to the Committee 
on Public Education those portions of importance 
to it. 

It was voted on motion of Dr. Strecker, seconded 
by Dr. Harris, that the Council authorize the 
appointment of Committees on the following: V« 
erans, General (academic and vocational), Edu- 
cation, Recreation and Public Health. 

Dr. Strecker moved the following resolution, 
seconded by Dr. Waggoner: “Prompt considera- 
tion should be given by the Council or a specially 
appointed committee to develop ways and means to: 

“A. Give aid to the neuropsychiatric veteran 
returning to civilian life. 

“B. Provide information and education to families 
of such veterans. 


Committee on 


“C. Provide suggestions to communities and/or 
community agencies regarding methods of aiding 
these veterans, including organization of clinics, 
informational service, G.I. rights, etc.” 
voted. 

It was voted on motion of Dr. Ruggles, sec- 
onded by Dr. Strecker, that the President be 
requested to send a letter to each man practicing 
psychiatry in the Armed Forces, American and 
Canadian, encouraging his interest. in the Asso- 
ciation and in psychiatry. 

It was voted on motion of Dr. Ruggles, sec- 
onded by Dr. Gayle, that the possible establishment 
of a news letter be referred to the 
Committee. 

Dr. Hamilton moved, seconded by Dr. Cathcart, 


It was so 
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eans be considered to give aid and 
embership in t \rmed Forces, 
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t roup in their readjustment 
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he Committ n Psychiatric Nurs- 
Dr. mber nd approved on 
Dr. Ruggles, seconded | Dr. Cathcart. 
e ( ttee on the History of 
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Dr. M led by Dr. Harris. 
M t f the Com- 
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( H. P t 
he report of the Com- 
\ ure and Statistics, and re- 
t el to W ington to con- 
t S es eport id request 
1 « D St ker, sec- 
by Dr. W 
t the ( Ethics was read 
Secret the absence of Chairman 
It was accepted on mot f Dr. Strecker, 
Pe. Rat 
( san il nal « the Ameri- 
I P N logy. It was 
vot Dr. Ruggles, seconded by 
Dr , hat tl mbers of the 
Board nominated by the Association be requested 
t at a later meeting on the progress and 
I nts of the |] t] ymmenda- 
It w ted on motion of Dr. Overholser, sec- 
Dr. Gayle that t e Executive 
( e the last m« the Council 
that t expenses of the present 
t ( | be aut d 
B risil ( Dr. Strecker’s motion was 
1, thanking tl President for his able and 
gracious conduct of the deliberations of the Council. 
he meeting was adjourned sine die at 4.30 p. m. 
WHINFRED OverHOLSER, M.D., 
Secretary-Treasurer. 
(A stenotyped unt of the entire proceedings 
was prepared, and is on fil it the office of the 
\ sociation. ) 
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\ special meeting of the Council of The Ameri- 
can Psychiatric Association was held at the Palmer 
House, Chicago, Illinois, on Fel ruary 26, 10945, 
being called to order by. the President, Dr. Karl M. 
Bowman, at 10.20 a. m. The f wing Councillors 
were present Doctors Hamilton ( President-elect), 
Cathcart, J. K. Hall, Harris, Moersch, Ratliff, 
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Ruggles, Strecker, Thom, Waggoner and Young; 
Chairmen K. A. Menninger, C. A. Neymann, and 
M. A. Tarumianz, Dr. DeWitt C. Burkes (North- 
ern Pacific Society of Neurology and Psychiatry), 
id Mr. Austin M. Davies. 

In the absence of the Secretary Dr. Bartemeier 
was appointed Secretary pro tem. by vote of the 
Council. 

The meeting scheduled for May 1945 having been 
postponed by a mail vote of the Council, it was 
voted, on motion of Dr. Harris, seconded by Dr. 
Waggoner, that the meeting be held in August 

later, at the discretion of the Executive Com- 
nittee. 

Dr. Karl Menninger was then asked by the 
President to present the Special 
Committee. After the presentation, Dr. Ruggles 

ved, Dr. Waggoner seconding, that the Council 
eo on record as desiring a stronger organization 


motion was 


Dr. Leo Bartemeier at 


report of his 
leadership. The 


Dr. Tarumianz 


mittee on Standards and 


then read the report of the Com- 
Policies. The meeting 
recessed for lunch, at 12.45 p. m., resuming at 
2p.m. Dr. Tarumianz then reported on a recent 

rence with General Frank T. Hines, Admin- 
Veterans Affairs, and Mr. Davies 


presented a statement concerning a Non-Profit 


general discussion of the three re- 
rts. Dr. Ruggles moved, Dr. Strecker seconding, 
that the Council “appreciate the report of the 
(Special) Committee, ask further study of this 
Committee along the lines of organization as they 
indicated, and that they be empowered to call 
in f i hose persons they wish for 
advice, and to pay their 


I 


raveling expenses and 
in honorarium as it is asked for, and that the 
Committee, for their meetings and for their con- 
sultants, be authorized to spend a sum not to 


exceed $2,000, and to consider candidates.” It was 
so voted. 
[It was voted on motion of Dr. J. K. Hall, 


seconded by Dr. Thom, that the Council appropriate 
not to exceed $2,000 to permit the President to 
visit as many of the affiliated so 


during his year of office. 


ieties as possible 
It was voted on motion of Dr. Tarumianz, sec- 
onded by Dr. Thom, to approve with certain minor 
changes the section of t 
on Standards and 


clinics. 


1e report of the Committee 
Policies relating to outpatient 
The meeting adjourned at 6 p. m., 
at 9.10 a. m. on February 27, 1945. 


reconvening 


The President announced the personnel of four 
committees authorized at the meeting in December 
1944 as follows: 

Veterans: Howard Potter, Edw. 
James Wall, and Howard K. Petry. 

General Academic Education: Conrad Sommer, 
David Slight, Frank O’Brien, and Paul I. Yakovlev. 

Recreation: Clifton Perkins, Walter Barton, and 
Conrad Sommer. 

Public Health: 
Hamilton, A. H. 


Zabriskie, 


Robt. Felix, A. P. Noyes, S. W. 
Ruggles, E. A. Strecker, S. B. 
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Wortis, F. W.. Parsons, Howard Potter, Grover 
Kempf, Frank Tallmann, H. C. Henry, and C. T. 
Perkins. 

The following motion was passed on motion of 
Dr. Ruggles, seconded by Dr. Strecker: that the 
Council approves in principle this report on Stand- 
ards for Hospitals, refers it back to the Committee 
for further revision; that a list of persons desig- 
nated by the President and President-elect and 
others, as suggested by other members, be circular- 
ized; that the affiliated societies be given a copy 
of the report and asked to consider it; that the 
Committee will then meet at a convenient time 
suggested by Dr. Tarumianz, probably in April, 
will consider all of these suggestions, will revise 
the report as they deem best, will submit the 
report to the Executive Committee, and after formal 
approval the report will be published at the 
earliest possible moment. 

It was voted, on motion of Dr. Cathcart, sec- 
onded by Dr. Hamilton, that the Special Com- 
mittee on War Psychiatry be disbanded with the 
thanks of the Association for their services. 

There was a general discussion of the relation- 
ship of the Association to the American Board of 
Psychiatry and Neurology, and the Secretary was 
instructed, on motion of Dr. Ruggles, seconded 
by Dr. Harris, to ask from the Secretary of the 
American Board a detailed statement of their 
meetings; the applications; the rejections and the 
grounds for rejection; the number certified in psy- 
chiatry; the number certified in neurology; the 
number certified in both; an audited financial 
statement; and that such a report be submitted to 
The American Psychiatric Association each year. 

It was also voted, on motion of Dr. Ratliff, 
seconded by Dr. Hall, that the President appoint 
a committee of former Board members of the 
American Board to consider and report on the 
advisability of setting up a separate Board of 
Psychiatry. 

It was voted on motion of Dr. Ruggles, seconded 
by Dr. Strecker, to authorize the Executive Assis- 
tant to proceed with a lease for two years from 
1946, for suitable space, not to exceed 1000 sq. ft., 
subject to the approval of and to any necessary 
modifications by the Executive Committee. 

The question of the salary of the Executive As- 
sistant was referred to the Executive Committee 
on motion of Dr. Ratliff, seconded by Dr. Ruggles. 

The Council likewise went on record as ex- 
pressing its great appreciation for the invaluable 
services of Mr. Davies over the past years. 

The meeting adjourned sine die at 1.20 p. m. 

Leo H. BARTEMEIER, 
Secretary pro tem. 

(A stenotype copy of the minutes is available for 

inspection at the office of the Association.) 


REPORT OF THE MEETING OF EXECUTIVE COMMITTEE, 
HELD IN THE OFFICE OF THE SECRETARY, SAINT 
ELIZABETHS HospitaAL, WASHINGTON, D. C., 
JUNE 4, 1945 

A meeting of the Executive Committee was held 
in the office of the Secretary at Saint Elizabeths 
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Hospital, Washington, D. C., June 4, 1945. Thi : a not pi led by governmental 
following were present: Doctors Hamilton, 
Strecker, Thom and Overholser and the Executive re) full discu n of the problems of 
Assistant, Mr. Davies. The meeting was called postwar graduate ed tion and placement. It was 
to order at 10.00 a. m. by the President-Elect, ted t truct the Secret to request the co- 
Dr. Hamilton (President Bowman was prevented el f Armed Services in determining 
by distance and by difficulties of transportation postwar. plat the men now doing psychi- Th 
from attending). ( ‘ses or fellow- the J 
A letter from President Bowman was read, as in psvchiatrvy and in positiot of TI 
was a recent communication from the Office of Psychi- 
Defense Transportation. There was considerable ‘ lation. He was requested to fe rmulate ~ 
discussion of the possibility of holding a meeting +] tions which would have to be answered as vote 
this year; it was unanimously agreed and voted preliminary t 11 report for 1 fit of Council. and : 
that the Annual Meeting for 1945 be cancelled ced ecp Auditor, was filed const 
as a war measure, all officers to hold over as 
Wavies re py has been sent to will 
provided by the Constitution (Art. VI, Sec. 2) 
With reference to the election of members, it was ry ’ Doet George E. McPher con 
voted that the current recommendations of the held 
: Breguet and W. R. Summers were ap- 
Committee on Membership be submitted to th Paln 
Council; that those names which are approved PI 
by Council be submitted to the Fellows and Mem- 
bers by mail, and that in all instances in which no ee tions 
objection is raised before September 1, 1945, the follo 
t Committ n Stat 1 P ies and 
candidate shall be notified that he has been accepted ; : ae M 
for all privileges and benefits of the Association, pats felle 
and that his election will be brought up for rati- Public Fd ea, 
of 1 Committ ul Education and of the 
fication at the next Annual Meeting of the Asso- : 1 Ea 5 
( +4 > latry \f 1; lic on 
ciation, to be dated from 1945. It was voted to ition, A 
A letter to Dr. Bowman from Dr. José Fernan- © Me nul N: 
dez, Clinical Director of the National Psychopathic there bet further business, t meeting ei i 
Hospital in Manila, Philippine Islands, was read, djourned at 2.50 g been served : 
requesting financial assistance for the hospital, during the noon hou om 
wrecked by the Japanese. It was voted to make a Wi? O M. D., ao 


gift to Dr. Fernandez of $250 for such hospital 
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APPLICATIONS FOR MEMBERSHIP 


The following list of applicants passed by 
the Membership Board and by the Council 
of The American Psychiatric Association is 
now referred to the whole Association for 
vote. Since no annual meeting can be held 
and since this mail vote does not meet our 
constitutional requirements, your vote now 
will go on record and you will be asked to 
confirm that vote at the next meeting to be 
held in Chicago, May 27 to 31, 1946, at the 
Palmer House Hotel. 

Please let us know if you have any objec- 
tions to any of the names submitted in the 
following list. Send your vote to Mr. Austin 
M. Davies, Executive Assistant, 9 Rocke- 
feller Plaza, New York 20, N. Y. 


ASSOCIATE MEMBERSHIP, MAY 1945 


\lbronda, Henry F., Lt. (jg), MC, 
Naval Hosp., San Diego, Calif. 
(Anderson, Richard W., 1st Lt.. MC, Cushing Gen- 
eral Hosp., Framingham, Mass. 
Antalis, Angelo J., Northington General Hospital, 
Tuscaloosa, Ala. 
Apffel, Phillip R., Lt., MC, USNR, ABATU, Lido 

Baer, Frederic L., 
Francisco, Calif. 

Bailey, Pearce, Lt. MC(S)USNR, U. 
Hosp., Philadelphia, Pa. 

Baker, Calvin L., Capt., MC, 1st Bn., Convalescent 
Hosp., Ft. Story, Va. 

Balikov, Harold, 1st Lt. MC, SCSU, ASF 
Hosp., Camp Upton, N. Y. 

Barris, Ralph W., Ashford General Hosp., White 
Sulphur Springs, Va. 

Belmont, Herman S., Ist Lt., MC, 
Hosp., Camp Upton, N. Y. 

Berger, Milton M., 1st Lt., MC, APO 244, c/o PM, 
San Francisco, Calif. 

Boswell, Wade Hampton, U. S. 
Portsmouth, Va. 

Bremner, Walter V., Surg., Lt. Comdr., RCNVR, 
480A Brunswick Ave., Toronto, Ont., Canada. 
Brener, Lazard S., 1st Lt., MC, ASF Conv. Hosp., 

Camp Upton, N. Y. 

"ammer, Leonard, Lt. Comdr., MC, 
West 12th St., New York 11, N. Y. 
‘arpenter, Lorne E., Toronto Psychiatric Hospital, 
Toronto, Ont., Canada. 

Carra’, Angelo D., 1st Lt.. MC, Veterans Admin. 
Facility, Northport, L. I., N. Y. 

‘attell, James P., Capt. MC, General Hospital, 
Camp Edwards, Mass. 

Chernus, Jack, 443 Belmont Ave., Newark, N. J. 


USN, U.S. 


Mount Zion Hospital, San 


S. Naval 


Conv. 


Convalescent 


Naval Hosp., 


USN, 130 


Cinder, Julius, Veterans Admin. Facility, Canan- 
daigua, N. Y. 

Condon, Daniel, Lt. Comdr., MC, USNR, 118 
Prospect St., Reading, Mass. 

Cress, Charles H., Jr.,. 1st Lt,. MC, 1262 SCU 
Separation Center, Ft. Dix, N. J. 

Damm, Walter P., State School for Feebleminded, 
Redfield, S. Dak. 

Dean, Edward Stratton, USPHS Hospital, Lex- 
ington, Ky. 

Donovan, Patricia, 121 Westchester Ave., White 
Plains, N. Y. 

Dryer, Raymond B., Lt. 
Wis. 

Dunsmore, Nembrandt H., 
Hospital, Tuscaloosa, Ala. 

Dunsworth, Francis A., 168 Harrington St., Hali- 
fax, N. S., Canada. 

Eberhart, John J., Comdr.. MC, USNR, U. S. 


Comdr., MC, Poynette, 


Northington General 


Naval Hosp., Charleston, S. C. 

English, James B., Lt. MC, USNR., U. S. Naval 
Hosp., Newport, R. I. 

Feldman, Fred, 1st Lt., MC, Quarters 7-180, Camp 
Upton, 

Fidler, Jay W., Jr., 
Hosp., Ft. Story, Va. 

Friedman, Arnold P., Montefiore Hosp., New York 

Geller, Joseph J., 
wood, N. Y. 

Gibbons, Robert J., 1st Lt., MC, Northington Gen- 
eral Hosp., Tuscaloosa, Ala. 

Greason, Thomas L., Lt. Comdr., MC, U. S. Naval 
Hospital, Bethesda, Md. 

Groom, Dale L., Lt. (jg), MC, U. S. Naval Hosp., 
Rancho Santa Marguerita, Oceanside, Calif. 

Gundle, Sigmond, tst Lt., MC, Mason General 
Hosp., Brentwood, L. I., N. Y. 

Hague, James D., Lt., MC, USN, 435 N. 
rietta Rd., Rochester 7, N. Y. 

Hamilton, Henry J. N., 1st Lt. MC, Woodrow 
Wilson General Hosp., Staunton, Va. 

Hare, James, Lovell General Hospital, Ft. Devens, 
Mass. 

Hendricks, Roger C., Lt., MC, U. 
pital, Chelsea, Mass. 

Hermann, Maurice E., Veterans Admin. Facility, 
Northport, L. I., N. Y. 

Hesser, Frederick H., 
&. 

Horton, William D., Lt.,. MC, USNR, U. S. Naval 
Tr. Station, Newport, R. I. 
Kaplan, Max B., Capt., MC, 

Indiantown Gap, Pa. 

Kapp, Frederic T., General Hospital, 3100 Burnet 
Ave., Cincinnati 29, Ohio. 
Kezur, Edward, Capt., MC, 
T-176, Camp Upton, N. Y. 
Kreigman, George, St. Elizabeth's Hospital, Wash- 

ington, 


1st Lt., MC, Convalescent 


Mason General Hospital, Brent- 


Hen- 


S. Naval Hos- 
Duke Hospital, Durham, 
Station 


Hospital, 


ASF Conv. Hosp., 
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Laufer, Maurice W., Mayo General Hospital, Gales- | \\ M., Capt., } wt D. Baker 
burg, III. Martinel WW. Va 
Laughlin, Henry P., U. S. Naval Hospital, San Ea USN Hosp. 17, Navy 
Leandro, Calif. FPO, S Fy is ( : 
Madow, Leo, 1st Lt, MC, SCU t1o1, Convale nC., N ( Hospital, 
cent Hosp., Camp Edwards, Mass. iscal \] 
Manganiello, Louis O. J., Lt. (jg), MC, U. S. Warner Be. MC, USNR, U. S. 
Naval Hosp., New River, N. C. Naval H St. Alba N. ¥ 
Marasse, Henry F., 1st Lt.. MC, Mason General \\ sman, | 1125 Par \venue, New York, 
Margulies, Murray E., Capt., MC, APO 726, c Weitzen, H G., 70 E sth St., New York 
PM, Seattle, Wash. 21. N. ¥ 
Marshall, Thomas M., U. S. Naval Hospital, Bai W heeli n M ( t Sanitarium, 
bridge, Md. | e, M 
Mills, John W., U. S. Naval Hospital, San Dieg W1 t, Ge MC, Northington 
Calif. ( H 
Nixon, Charles E., Lt. Col., MC, Fletcher General / \ Hondo, Calif. 
Hospital, Cambridge, Ohio. 
Norris, Charles B., Lt. MC, USNR, U. S. Naval 
Hospital, Portsmouth, Va. [BERSHIP, MAY 1945 
Pfeffer, Arnold E.. USPHS Hospital, Lexingtor 
Ky. \ H \ Repl. Tr 
Reisman, Saul J., Maj., MC, 1 Fifth Avenue, New Lenter, J rN. ( 
York, N. Y. H K., Lakeside Lodge, Skillman, 
Richmond, Marion B., USPHS Hospital, Ft. 
Worth, Tex. kan 5+] State Hospital, Peoria 
Robinson, Samuel W., Lt. MC, USNR, U. S. 7, Til. 
Naval Hospital, Shoemaker, Calif. \len, Adam G., Maj., MC, Veterans Admin. 
Rudnick, Herman D., LaGarde General Hospital, | L-Oatesville, 
New Orleans, La. \ Robley C., Maj., MC, 117th Evac. Hosp, 
Sager, Clifford J., Capt., MC, Regional Hospital, \PO 174 PM, Ni v York, N. Y. ; 
Camp Shelby, Miss. Ander L es L., H ng Sanitarium, Worth- 
Salzman, Leon, St. Elizabeth's Hospital, Washing- U 
ton, D. C. 5 Office Bldg 
Schuster, Daniel B., Lt. MC, USNR, U. S. Naval Columbus 10, OU ; 
Hospital, Memphis, Tenn. \1 lers ft Jol n M., Milledgeville State Hospital, 
Schwartz, Morris, Capt., MC, 97th General Hosp., igeville, ( a ae 
APO 647, c/o PM, New York, N. Y. \ 1., 4 L, Service Unit 
Simms, Leon M., 1st Lt., MC, Redistribution Sta > ( IN 
tion, Hot Springs, Ark. \\ jo S S vay, St 
Simon, John L., 167 East 82nd St., New York 28, 0, M DA, 
N. Y. Ba e, | H.. 3 ( ir, MC, USN, 
Sinclair, William J., Deer Lodge Hospital, Winni- U. S. Naval H l, I ia, | 
peg, Man., Canada. Bailey, Allan A., M MC, 26 Lakeside Ave 
Sobel, Raymond, Maj., MC, Hq. 34th Inf. Div., Ottawa, O Canada. 
APO 34, c/o PM, New York, N. Y. Bankert, Cl es W , Maj., MC, Veterans Admin. 
Sobey, Victor M., 1st Lt., MC, Darnall General Facility, Batavia, N. \ 
Hospital, Danville, Ky. Barbara, Domini \., Ce State Hospital, 
Solomon, Seymour J., Station Hospital, Camp Central I N.Y ; 
Roberts, Calif. Baur, Alfred K., St. Elizabeth’s Hospital, Wash- 
Sovine, Joe W., Lt. Comdr.. MC, USNR, 5714 ston 20, D. ( 
Waverly Ave., La Jolla, Calif, Beach, Kenneth H., 722 West 168th St., New York, 
Stern, J. Edward, Lt. MC, USNR, USN AB PD, N.Y ae 
8 Co. Div., San Bruno, Calif. Beall, | s G., State Hospital, Morgantown, N. \. 
Stevens, Harold, St. Elizabeth’s Hospital, Wash-  ! O ipt Wm. Beaumont Gen- 


ington, D. C. 

Stone, Wayne B., Lt.. MC, U. S. Naval Prison, 
Portsmouth, N. H. 

Swan, Eugene L., 
Mass. 

Switzer, Robert E., Lt. (jg), MC, USNR, U. S. 
Naval Hospital, San Diego, Calif. 

Tarrasch, Hertha, 1930 Chestnut St., Philadelphia, 
Pa, 

Taub, Norman, Capt., MC, APO 503, c/o PM, 
San Francisco, Calif. 


Baldpate, Inc., Georgetown, 


Berezin, Martin A., Lt. Col., MC, Station Hospital, 


Camp Polk, La. 

Berg Louis M., C MC, Veterans Admin. 
Fa it Wi 1 Vi 

Bergmann, Jer W., Capt., MC, Regional Hosp., 
Ft. Riley, Kan 

Bernstein, Isidor, Cap vi \SF Convalescent 


Hosp., Cam 
Bialock, John F., Jr., Capt., 
St., Tampa, Fla. 


2906 San Miguel 
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Bielinski, Brunon, Capt., MC, General 
Hosp., Palm Springs, Calif. 

Biernoff, Joseph, 315 Cherry St., San Francisco 18, 
Calif. 

Bird, Ivan F., Capt., MC, 
Leavenworth, Kans. 

Bloomfield, Maxwell I., 721 Walton Ave., Bronx 

Bloss. Charles L., 1st Lt., MC, Percy Jones Gen- 
eral Hosp., Battle Creek, Mich. 


Torney 


Station Hospital, Ft. 


tal, Santa Ana, Calif. 

Bradley, John D., Highland Hospital, Asheville, 

Brady, Emory J., Lt.. MC, USNR, U. 
Hosp., Philadelphia, Pa. 

ir, Nathaniel J., 114 East 54th St., New York 
22, N. ¥. 

Brown, Charles A., Maj., MC, Station Hosp., Max- 
well Field, Ala. 

Donald D., Capt., MC, 
Hosp., Brentwood, N. Y. 

Burdine, Winston F., Capt. MC, AAF Conv. 
Center, Con Ce Sar Pl., St. Petersburg, Fla. 

Burrows, Ernest A., 822 Broadway, East Provi- 
dence, R. I. 

Buscaglia, Chris J., 
Brentwood, N. Y. 

Cahill, Ella P., 100 Nashua St., Boston, Mass. 


S. Naval 


Mason General 


Brusca, 


Mason General Hospital, 


Carroll, R. Charman, Duke Hospital, Durham, 
Center, Abraham H., Capt., MC, Veterans Admin. 


Facility, Tuscaloosa, Ala. 

Chappell, Ewin S., Maj., MC, U. S. 
racks, Ft. Leavenworth, Kans. 

Chodoff, Paul, Capt., MC, AAF Regional Hosp., 
Langley Field, Va. 

Cibelli, Louis A., Maj., MC, 
Facility, Roanoke, Va. 

Ciolli, Dominic T., 333 Linwood Ave., Buffalo, 

Clark, Charles E., 
wich, Conn. 

Clarke, Robert, University Hospital, Ann Arbor, 


Disc. Bar- 
Admin. 


Veterans 


Norwich State Hospital, Nor- 


Mich. 
Cobliner, Lilli H. M., 178 East zoth St., New 
York 21, N. Y 


Cohen, R. Robert, Lt. Col., MC, Aberdeen Proving 
Ground, Md. 
Console, William A., Lt. Comdr., MC, USNR, 
School of Aviation Medicine, Pensacola, Fla. 
Cottrell, Lillian, Health Service, Univ. of Minn., 
Minneapolis, Minn. 
Cox, Clarence C., 
Milledgeville, Ga. 
Crisp, Allan C., 160 Bloor St., W., Toronto, Ont., 
Canada. 

Dancik, Daniel, Capt., MC, 129 Broadway, Hunt- 
ington Station, N. Y. 

Deichelmann, Stephen J., Dufur Hospital, Ambler, 
Pa. 

D’Elseaux, Frank C., 37 Marlborough St., Boston, 
Mass. 

Diamond, Leon S., Capt., MC, Veterans Admin. 
Facility, American Lake, Wash. 


Milledgeville State Hospital, 


APPLICATIONS FOR MEMBERSHIP 123 


Doan, Duaine I., Capt., MC, Veterans Admin. 
Facility, Palo Alto, Calif. 

Doles, James W., Maj., MC, Veterans Admin. 
Facility, Knoxville, Iowa. 

Duffy, Ruth E., Devereux Schools, Devon, Pa. 

Eadie, Gordon A., Eastern Aircraft, Linden, N. J. 

Eaton, Lealdes M., Mayo Clinic, Rochester, Minn. 

Smanuele, Louis J., 1747 Mahan Ave., Bronx 61, 

“ngle, Eva H., 3 East 74th St., New York, N. Y. 

“aber, Max, Maj., MC, Separation Center, Camp 
Atterbury, Ind. 


— 


Fabian, A. A., 15 East 1oth St., New York 3, N. Y. 
Farber, Leslie H., U. S. Marine Hospital, Nor- 


folk, Va. 

Feichtinger, Frederic, 75-2 Fourth Ave., Brooklyn, 

Feldman, Raymond, Capt., MC, Veterans Admin. 
Facility, Tuscaloosa, Ala. 

Finch, Stuart M., 1st Lt., MC, Regional Hosp., 
Camp Maxey, Tex. 

Fincle, Louis P., Capt., MC, Ft. 
Mass. 

Fisher, Charles, 22 East 80th St., New York, N. Y. 

Fortescue, Thomas A., Capt., MC, U. S. Naval 
Tr. Center, Sampson, N. Y. 

Franklin, Charles M., Lt. (jg), MC, Courthouse 
Bay, Camp Lejeune, New River, N. C. 

Friedman, Emmanuel D., 1192 Park Avenue, New 
Yorke 25, N: Y. 

Gage, Maxwell, Mason General Hospital, Brent- 
wood, N. Y. 

Gendreau, Louis P., Maj... RCAMC, Army Recep- 
tion Center, Cove Field, Que., Canada. 

Gershman, Harry, Central Islip State Hospital, 
Central Islip, N. Y. 

Gerty, Alvin V., 595 East Colorado St., Pasadena, 
Calif. 

Gilbert, Louis J., Bureau of Child Guid., 139 West 
130th St., New York, N. Y. 

Gladen, Ralph G., Capt., MC, Station Hospital, 
Biges Field, Tex. 
Gold, Henry R., 471 

Goldin, Morris I., Capt., MC, U. S. 
racks, N. Camp Hood, Tex. 
Goldschmidt, K. Heinz, Peoria 
Peoria, Ill. 
Good, Ella I. Duff, 242 Regent St., Fredericton, 
N. B., Canada. 
Gordon, Hirsch 
Facility, Northport, L. 
Gordy, Louis J., 
Seagoville, Tex. 
Grain, Gerald O., Henry Ford Hospital, Detroit 2, 
Mich. 

Grana, Philip C., A. F. Induc. Station, 5th Regt. 
Armory, Baltimore, Md. 

Grassi, Michael O. A., Capt., MC, APO 565, c/o 
PM, San Francisco, Calif. 

Gruenwald, Frances, State Hospital, Independence, 
lowa. 

Gruenwald, Siegfried, State Hospital, Independence, 
Iowa. 


Devens, Ayer, 


Park Avenue, New York, 
Disc. Bar- 


State Hospital, 


Capt., MC, Veterans Admin. 
N.Y: 
Internment 


Seagoville Camp, 


July 
Baker 
Navy 
( Spital, 
York, 
7 Blumstein, Alex, Maj. MC, AAF Regional Hospi- 
, Calif. 
ol. 
illman, 
Peoria 
USN, 
Ave., 
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Guensberg, Marcus, Manhattan State H 
Wards Island, N. Y. 

Hamilton, Reginald C. M., Maj.. RCAMC, H 
Pacific Command, Vancouver, B. C., Canada 
Handzel, Valerie, Rockland State Hospital, Orang: 

burg, N. Y. 
Hanus, Joseph J., Capt., MC, 
Facility, Chillicothe, Ohio. 
Harris, Frank H., Capt., MC, Wakeman General 
Hosp., Camp Atterbury, Ind. 

Harris, Herbert I., Lt. Comdr., MC, U. 
Hospital, Chelsea 50, Mass. 

Harris, Thomas A., Lt. Comdr., MC, Haven De- 
tail NTS, Newport, R. I. 

Hartmann, Dora, 1150 Fifth Avenue, New York, 

Hasenbush, Lester L., Lt. (jg), MC, U. S. Naval 
Hosp., Astoria, Ore. 

Heinz, Dorothy C. V., 141 S. Meridian St., In- 
dianapolis, Ind. 

Hewitt, Robert T., USPHS Hospital, Lexington, 
Ky. 

Hilgard, Josephine R., Chestnut Lodge Sanitarium, 
Rockville, Md. 

Hines, Paul, 1300 Grant Road, Webster Groves 109, 
Mo. 

Hirschfeld, Gerhard, Institute of Living, Hartford, 
Conn. 

Hirschfield, Bernard A., Maj., MC, General Hos- 
pital, Ft. Lewis, Wash. 

Hogeboom, Willard L., Lt. Comdr., USN, Gowanda 
State Homeo. Hosp., Helmuth, N. Y. 

Horn, Leo N., Lt. MC, U. S. Navy Recruiting 
Station, Hattiesburg, Miss. 

Houze, Harry G., Westport Sanitarium, Westport, 
Conn. 

Hoye, Clara L., St. Elizabeth’s Hospital, Washing- 
ton, D. C. 

Hubbard, Edinburgh M., Jr., 1oth and Chestnut 
Sts., Louisville, Ky. 

Hubbs, Roy S., Lt. Col., MC, 5th Repl. Depot, 
APO 711, c/o PM, San Francisco, Calif. 

Ivey, Evelyn P., Picatinny Arsenal, Dover, N. J. 

Jacobs, Louis, Nationak Tr. School for Boys, Wash- 
ington, D. C. 

Jacoby, Ralph B., Pilgrim State Hospital, Brent- 
wood, N. Y. 

Kaplan, Killian K., 310 East 75th St., New York, 
X. 

Kashe, Leo H., 1st Lt., MC, Veterans Admin. 
Facility, Northport, L. I., N. Y. 

Kazan, Avraam T., Capt., MC, Peterson Field, 
Colorado Springs, Colo. 

Keller, George F., Maj., MC, Veterans Admin. 
Facility, Portland, Ore. 

Kennedy, William F., Capt. MC, USN, Bur. of 
Medicine and Surgery, Washington, D. C. 

Kessler, Morris M., Station Hospital, Camp Patrick 
Henry, Va. 

Kornreich, Carl J., 779 East 176th St., New York, 

Kowalski, Louis J., Phila. State Hospital, Phila 
delphia 14, Pa. 

Lange, Hanna, Creedmoor State Hospital, Queens 
Village, N. Y. 


enit 
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Hospital, 


| M eal, Que 
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Malwina 71 ter State Hospital, 
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t Jac Capt., MC, General Disp., 39 White- 
1 St.. New York, N. ¥ 

Les] J M., 144 G Hill St., Bridge- 
port, Conn 

Lindberg, The e | 1 Morton St., Dorchester 
Center 24, Mass 

Lippert, Robert, 1st Lt., MC, 130th Evac. Hosp., 
APO 403, « PM, New York, N. Y. 


Loewenberg, Richard D., Kern Co. 
Bakersfield, Calif. 


Loverro, Angelo, Capt., MC, 


Health Dept., 


Fletcher General 


Hosp., Cambri O 

Lowenstt Otto, 865 Park Ave., New York 21, 

Lowry, James V., USPHS Hospitai, Lexington, 
Ky 

Luke, Harry B., Pilgrim State Hospital, Brent- 
wood, N. Y. 

Macht, Arthur J., Capt. MC, Station Hosp. 


Mallin, Aaron W., 1st Lt., MC, 


Jefferson Barracks, Mo. 


Station Hosp., 


Manley, Louis V., Veterans Admin. Facility, Palo 
Alto, Calif. 
Mastin, Morrell N., Springfield State Hospital, 


Sykesville, Md. 
May, Edwin R., 982 State St., Chester, III. 
McAteen, Ott B., Maj., MC, SCU,. Ft 

Hayes, Columbu 
McCorry, Catherine L., Lt. Comdr., MC, USNR.,, 

U. S. Naval Tr. School (WR), Bronx, N. Y. 
McDaniel, George C., Capt., MC, Station Hosp. 

AAB, Ephrata, Wash. 
McGinnis, James E., 

Angeles 14, Calif. 
McGowan, Lillian E., 115 East 72nd St., New York, 

McHugh, Hugh, 650 Main St., New Rochelle, N. Y. 
McKinley, Walter E., State Hospital, Osawatomie, 

Kans. 

McTague, Harry P., 
Brooklyn, 
Meller, Charlotte L., Territorial Hospital, Kaneohe, 

Oahu, T. H. 

Meller, Robert L., 1541 Medical 
Minn. 
Messenheimer, Myron G., Lt., 

H. M. Chamney, Route 4, 
Metzger, Emy A., 41 Fifth 

N. Y. 

Michelson, Harry H., State Hospital, Northampton, 

Mass. 

Miller, Edmund W., State Hospital, Anoka, Minn. 

Miller, Jacob J., 1685 Morris Ave., Bronx 57, N. Y. 

Miller, Joseph S., Capt.. MC, 130 W. Kingsbridge 
Road, Bronx 63, N, Y, 


1520 
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Miller, Michael M., St 
ington, D. 

Morgenstern, Maria, 230 West 79th St., New York, 

Morris, Edward S., Maj., MC, Convalescent Hosp., 
Ft. Story, Va. 

Muirhead, Samuel J., 
Sheridan, Wyo. 

Nadell, Raymond, Capt., MC, 
Camp Campbell, Ky. 

Nagler, Benedict, 25 Clinton Pl., Newark 8, N. J. 

Napp, Louis J., Lt. MC, U. S. Naval Hospital, 
Great Lakes, 

Nie, Louis W., Capt., MC, 1581 
1275 Ontario St., Cleveland, Ohio. 

Oliven, John F., Bellevue Psychiatric Hospital, New 
York 16, N. Y. 

O'Neill, Jane F., N. Y. Hospital, Westchester Div., 
White Plains, N. Y. 

Pearce, Marvin G., Silver Hill, Valley Road, New 
Canaan, Conn. 

Pederson-Krag, Geraldine H., 103 East orst St., 
New York 28, N. Y. 

Pittman, Allen R., N. J. State Hospital, Trenton, 
N. J. 

Polka, James B., Lt. Col. MC, Brooke General 
Hosp., Ft. Sam Houston, Tex. 

Potter, Reese H., Capt., 7th Service Command 
Rehab. Center, Jefferson Barracks, Mo. 

Pratt, Dallas, Capt., MC, Brandywine Farm, Down- 
ingtown, Pa. 

Preston, Albert, Jr., Capt., MC, Cons. Service, Ft. 
Des Moines, Iowa. 

Prusmack, John J., Maj., MC, Station Hosp., Ft. 
Crook, Nebr. 

Quackenbos, Harrie M., N. J. State Hospital, Tren- 
ton, N. J. 

Quirbach, Robert P., 
Agnew, Calif. 

Raffaele, Angelo J., Willard State Hospital, Wil- 
lard, N. Y. 

Rapoport, Jack, 25 West 54th St., New York, N. Y. 

Riforgiato, Frank T., Capt., MC, Winter General 
Hosp., Topeka, Kans. 

Roach, William L., Maj., MC, AG and SF Redistr. 
Station, Hot Springs, Ark. 

Rockwell, Elizabeth E., 115 East 61st St., New 
York 21, N. Y. 

Roop, Claude D., Comdr., MC, USN, Induction 
Center, Portland, Me. 

Rosanoff, William R., 
Worth, Tex. 

Rosenberg, George, Capt., MC, Veterans Admin. 
Facility, Murfreesboro, Tenn. 
Rosenblum, Barnett, Capt., MC, Brooke General 
Hosp., Ft. Sam Houston, Tex. 
Rosenfels, Paul, LaGarde General 
Orleans, La. 

Ross, George L., USA, 321 East 43rd St., New 
York 17, N. Y. 

Ross, W. Donald, Maj.. RCAMC, Dir. of Med. 
Services, Elgin Bldg., Ottawa, Canada. 

Rost, Alice E., Capt. MC, Station Hosp., Ft. 
Oglethorpe, Ga. 


Flizabeth’s Hospital, Wash- 


Veterans Admin. Facility, 


Station Hospital, 


Service Unit, 


Agnews State Hospital, 


USPHS Hospital, Ft. 


Hosp., New 
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Rubin, Herbert E., Capt., MC, Crile General Hosp., 
Cleveland, Ohio. 

Ruddell, Thomas Rw 
St., Allentown, Pa. 

Ruskin, Benjamin A., 
Hosp., Ft. Story, Va. 

Ryan, James J., Maj., MC, Mason General Hosp., 
Brentwood, N. Y. 

Salon, Dayton D., Maj., 
Hosp., Danville, Ky. 

Sander, Martin A., 260 Crittenden Blvd., Roches- 
ter 7, 

Sapirstein, Milton R., 110 East 87th St., New York 
28, N. Y. 

Schachter, Harry A. H., Lt. Comdr., MC, USNR, 
U. S. Naval Armed Guard Center, Brooklyn, 

Schatz, Irvin I., Maj.. MC, Wm. Beaumont Gen- 
eral Hosp., El Paso, Tex. 

Schauer, Gerhard, 1st Lt., MC, Station Hosp., Camp 
Edward, Mass. 

Schein, Gabriel, Pilgrim State Hospital, W. Brent- 
wood, N. Y. 

Schlomer, George M., Baldpate, Inc., Georgetown, 
Mass. 

Schmidhofer, Ernst, Lt. Comdr., MC, U. S. Naval 
Hosp., Navy 10, c/o FPO, San Francisco, Calif. 

Schneider, Alexander J., Maj., MC, Rehabilitation 
Center, Camp Bowie, Tex. 

Schram, William S., 252 Bergen Ave., Kearney, 
N. J. 

Shanahan, William M., 388 Young Bldg., Hono- 
lulu, T. H. 

Sheps, Jack G., 19 Washington Ave., Toronto 5, 
Ont., Canada. 

Sherman, Albert M., Mason General Hospital, 
Brentwood, L. I., N. Y. 

Sikes, Zachariah S., Jr., Milledgeville State Hos- 
pital, Milledgeville, Ga. 

Slutsky, Albert, 2007 Wilshire Blvd., Los Angeles, 
Calif. 

Solomon, Charles I., Lt. Comdr., MC, USNR Base 
Hosp. No. 9, 394 Colony St., Meriden, Conn. 
Stanmar, Stanley U., Capt., MC, 232 General Hos- 

pital, Temple, Tex. 

Steegmann, Albert T., 1500 Professional Bldg., 
Kansas City, Mo. 

Stein, Aaron, Capt., MC, AAF Regional Station 
Hosp., Pyote, Tex. 

Stillman, Isadore W., Capt., MC, Mason General 
Hospital, Brentwood, N. Y. 

Thale, Thomas, Norwich State Hospital, Norwich, 
Conn. 

Thomas, John W., II, Lt. Comdr., MC, USN, 
U. S. Naval Hosp., Philadelphia, Pa. 

Traub, Leo M., Capt., MC, Ashford General Hospt., 
White Sulphur Springs, W. Va. 

Traver, Chauncey M., Patton State Hospital, Pat- 
ton, Calif. 

Trevaskis, John H., 
York 28, N. Y. ; 

Valenstein, Arthur F., Capt., MC, Station Hosp., 
ATCRC, Camp Luna, N. M. 

Von Hagen, Karl O., 727 West 7th St., Los Angeles 

14, Calif. 


Capt., MC, 1816 Fairmont 


Capt., MC, Convalescent 


MC, Darnall General 


1142 Madison Ave., New 


[ July 
spital, 
Hosp. | 

| 
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von Witzleben, Henry D., 30 N. Michigan Ave., 
Chicago, 

Waldman, Abraham L., Norristown State Hospital, 
Norristown, Pa. 

Walters, Mary J., Capt., MC, Schick General Hos- 
pital, Clinton, Iowa. 

Wangh, Martin, 151 Central Park West, New York 
23, N. Y. 

Ward, Gladys M., New York Hosp., Westchester 
Div., White Plains, N. Y. 

Wayne, David M., General Disp., 1703 Wyandotte 
St., Kansas City, Mo. 

Weinstein, Sol, Capt. MC, Veterans Admin. Fa- 
cility, Togue, Me. 

Weinstock, Adolph, Capt., MC, Veterans Admin. 
Facility, Ft. Lyon, Colo. 

Weiss, Samuel A., Maj., MC, 204th General Hosp., 
APO 957, c/o PM, San Francisco, Calif. 

Wikler, Abraham, USPHS Hospital, Lexington, 
Ky. 

Wilder, Winfield S., USPHS Dispensary, Wash- 
ington, D. C. 

Wright, Donovan G., Lt. Comdr., MC, U. S. Naval 
Hosp., Bainbridge, Md. 

Zeltzerman, Israel, Capt., MC, Station Hosp., 
Presque Isle, Me. 

Zonnis, Marian E., Pontiac State Hospital, Pon- 
tiac 11, Mich. 


REINSTATEMENT AS A MEMBER, 
MAY 1945 


Knight, Melvin K., Lt. Comdr., MC, USNR, Camp 
Parks, Shoemaker, Calif. 

Savitt, Robert A., Maj., MC, Station Hospital, 
Camp Wheeler, Ga. 


TRANSFER FROM ASSOCIATE TO 
MEMBER, MAY 1945 


Adelson, Edward T., 201 Keer Ave., Newark, N. J. 

Aldrich, Clarence K., USPHS Hospital, Ft. Worth, 
Tex. 

Arieti, Silvano, Pilgrim State Hospital, Brentwood, 

Blank, H. Robert, Lt., MC, Mason General Hosp., 
Brentwood, L. I., N. Y. 

Brinegar, Willard C., 105 Pleasant St., Concord, 
N. H. 

Carlisi, Dominick J., Pilgrim State Hospital, Brent- 
wood, L. I, N. Y. 

Chartock, Hyman, Capt., MC, Valley Forge Gen- 
eral Hosp., Phoenixville, Pa. 

Cogan, Samuel, rst Lt.. MC, Mason General Hosp., 
Brentwood, L. I, N. Y. 

Collins, Ralph T., Lt. Col, MC, Mason General 
Hosp., Brentwood, L. I., N. Y. 

Coren, Simon, 1st Lt., MC, 130th Evac. Hosp., 
Camp Shelby, Miss. 

Cottington, Frances, 4o East 61st St., New York 
a1, N. Y. 

Cronin, John W., USPHS Hgq., Washington, D. C, 

DeRonde, Margaret, 111 North goth St., Phila 
delphia, Pa. 

Fife, William S., Henry Ford Hospital, Detroit 6, 
Mich. 


Freedman, Adio A., Maj., MC, 35th vac. Hosp., 
APO 403, C/O PM, New York, N. Y. 

Furst, William, Jam., MC, Hq. 75th Inf. Div., 
Camp Breckinridge, Ky. 

Gans, Robert W., Capt.. MC, Kennedy General 
Hosp., Memphis, Tenn. 

Gardiner, Sprague H., Capt., MC, Billings General 
Hosp., Ft. Benj. Harrison, Ind. 

Gerstle, Mark L., Jr., Comdr.,. MC, USNR, U. S. 
Naval Recruit. Station, Federal Bldg., Los 
Angeles 12, Calif. 

Greenberg, Harold A., Maj., MC, 56th General 
Hosp., APO 508, c/o PM, New York, N. Y. 
Kasin, Edwin, Capt., MC, Station Hosp., AAB, 

Alamogordo, N. M. 

Krug-Brady, Othilda, Cinn. General Hospital, Cin- 
cinnati 29, Ohio. 

Lams, Louis, rst Lt.. MC, Veterans Admin. Facil- 
ity, American Lake, Wash. 

awn, Harold J., Maj., MC, Rehabilitation Center, 
Ft. Knox, Ky. 

Lederer, Henry D., Capt., MC, Fitzsimons Gen- 
eral Hosp., Denver 8, Colo. 

Levine, Arnold S., Lt.. MC, U. S. Naval Hospital, 
Bethesda, Md. 

Lozoff, Milton, Lt. (jg), MC, U. S. Naval Recruit. 
Station, Milwaukee, Wis. 

Marks, Ben, Capt., MC, 51st General Hosp., APO 
565, c/o PM, San Francisco, Calif. 

Matzinger, Karl A., 90 Soldiers Place, Buffalo 9, 
NG 

Mershon, Ronald B., Henry Ford Hospital, Detroit, 
Mich. 

Meyer, Alvin F., Federal Reformatory, Chillicothe, 
Ohio. 

Miksicek, John E., Capt.. MC, AGFRD No. 2, 
Ft. Ord, Calif. 

Nussbaum, Kurt, Capt., MC, 1245 SCSU, Separa- 
tion Center, Ft. Dix, N. J. 

Olinick, Stanley L., Capt. MC, Hg. IARTC, 
Camp Howze, Tex. 

Peterson, Elmer, Suite 605, Medico-Dental Bldg., 
San Diego, Calif. 

Robinson, Joseph F., 335 S. Franklin St., Wilkes- 
Jarre, Pa. 

Seidman, Julius, Capt.. MC, AAF Convalescent 
Hosp., Ft. Thomas, Ky. 

Shaskan, Donald A., Capt., MC, Station Hosp., 
Camp Cullan, Calif. 

Solby, Bruno, USPHS Dispensary, 4th and D St. 
W., Washington 25, D. C. 

Spark, Isadore, Maj., MC, 55th General Hosp., 
APO 121, c/o PM, New York, N. Y. 

Spinka, Isadore, Capt., MC, Regional Hospital, 
Camp Polk, La. 

Spotnitz, Hyman, 41 Central Park West, New 
York 23, N. Y. 

Sullivan, J. D., Capt., MC, 33rd General Hosp., 
APO 424, c/o PM, New York, N. Y. 

Turner, William J., Maj., MC, Veterans Admin. 
Facility, Northport, N. Y. 

Vogel, Benjamin, Maj.. MC, Hq. 7th Armored 
Div., APO 257, c/o PM, New York, N. Y. 

Williams, Everett W., Maj., MC, Regional Hos- 
pital, Ft. Knox, Ky, 
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Wittson, Cecil L., Lt. Comdr., MC, USNR, U. S. 
Naval Tr. Station, Newport, R. I. 


TRANSFER FROM MEMBER TO FELLOW, 
MAY 1945 


Broder, Samuel B., 6 N. Michigan Ave., Chicago, 
Ill. 

Carroll, Edward J., Jr., Lt. Col., MC, Personnel 
Center, Ft. Bliss, Tex. 

Clark, Robert A., Western State Psychiatric Hosp., 
Pittsburgh 13, Pa. 

Cott, Abe A., Capt., MC, 1oth Station Hosp., APO 
523, c/o PM, New York, N. Y. 

Cunningham, James M., Conn. 
Health, Hartford, Conn. 

Cushing, Jean G. N., 11 East Chase St., Baltimore 
2, Md. 

Epstein, Joseph, 91 Livingston Ave., Yonkers, N. Y. 

Falstein, Eugene I., Lt. MC, USNR, Naval Tr. 
Center, Lido Beach, L. I., N. Y. 

Fong, Theodore C. C., Lt. Col., MC, Darnall Gen- 
eral Hospital, Danville, Ky. 

Frederick, John N., 5150 Jenkins Arcade, Pitts- 
burgh, Pa. 

Frumkes, George, Lt. Col., MC, Oliver General 
Hosp., Augusta, Ga. 

Holmer, Paul, 221 North 6th St., Reading, Pa. 

Kallmann, Franz J., 722 West 168th St., New York 
32, N. YX. 

Lambert, John P., Capt., MC, Hq. 1587th S. U., 
Huntington, W. Va. 

Leiser, Rudolf, Eloise Hospital, Eloise, Mich. 

Levine, Matthew, Maj., MC, 260 West 72nd St., 
New York, N. Y. 

Lewis, H. Ryle, Paulsen Medical and Dental Bldg., 
Spokane, Wash. 

MacLean, Randall R., Provincial Mental Hospital, 
Ponoka, Alb., Canada. 


State Dept. of 


APPLICATIONS FOR MEMBERSHIP 
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Markey, Oscar B., Maj., MC, Hq. toth Army, 
APO 357, c/o PM, San Francisco, Calif. 

Marmor, Judd, U. S. Maritime Service Tr. Station, 
St. Petersburg, Fla. 

Michael, Nicholas, Lt. Col., MC, Northington Gen- 
eral Hosp., Tuscaloosa, Ala. 

Miller, Milton L., Maj.. MC, AAF Conv. Center, 
Don Ce Sar PIl., St. Petersburg, Fla. 

Miller, Theo. K., Napa State Hospital, Imola, Calif. 

Osterman, Arthur L., Comdr., MC, Fleet Hosp. 102, 
FPO, San Francisco, Calif. 

Rachlin, Hyman L., 116 West 59th St., New York 
19, N. Y. 

Schlezinger, Nathan S., 255 S. 
delphia, Pa. 
Schnap, Isidore, Maj., 
Camp Shelby, Miss. 
Shulack, Norman R., Welch Convalescent Hospital, 
Daytona Beach, Fla. 

Ulrich, Alfred L. C., 147 Hamlin Road, Buffalo, 
N.Y. 

Wiggers, Herbert A., 7 West 96th St., New York 
25. 

Wright, Thomas H., Jr., 4401 Market St., Phila- 
delphia, Pa. 

Zfass, Isadore S., Capt., MC, Regional Hospital 
No. 2, Ft. Bragg, N. C. 


17th St., Phila- 


MC, Regional Hospital, 


CORRESPONDING MEMBERSHIP, 
MAY 1945 


Abib, Oswaldo Camargo, Edificio Odeon, sala 611, 
Rio de Janeiro, Brazil. 

Caravedo, Baltazar, Hospital “Victor Larco Her- 
rera,” Magdalena del Mar, Lima, Peru. 
Mosovich, Abraham, Jose Maria Moreno 

Buenos Aires, Argentina. 
Seguin, Carlos Alberto, 200 Retreat Ave., Hartford, 
Conn. 
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CORRESPONDENCE 


NATIONAL PSYCHOPATHIC HOSPITAL, PHILIPPINES 


In the last issue of the JouRNAL was pub- 
lished a letter from Dr. Jose A. Fernandez, 
Supervising Alienist of the National Psy- 
chopathic Hospital at Manila, describing the 
desperate plight in which he and his hospital 
were left as a result of Japanese occupation, 
looting and destruction. 

Some two decades ago Dr. Fernandez 
spent two years at the Boston Psychopathic 
Hospital and had training under Dr. Karl M. 
Bowman. In a recent letter to Dr. Bowman 
he writes : 


During the three years of Japanese occupation, 
two-thirds of our hospital was occupied by the 
Japanese and they took everything the hospital had, 
beds, clothes, laboratory equipment, instruments, 
etc. 

When the Americans liberated us last February 0, 
1945, the Japanese destroyed our library, killed 
patients and employees and burned buildings, in- 
cluding our homes. .... Manila is a heap of ruins 
and a grave-yard. 

Words cannot express our gratitude for the help 
you and the American people have given and are 
still giving us here in the Philippines. Our gov- 
ernment is so full of problems that we cannot ex- 
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pect much help for some time. The United States 
Army is the one feeding us. 


Dr. Bowman has submitted for publica- 
tion the following statement: 

“Dr. Fernandez and several other Philip- 
pine doctors had their psychiatric training 
at Harvard Medical School and the Boston 
Psychopathic Hospital. Personally, I have 
sent Dr. Fernandez a small check and some 
reprints and books. I believe that many of 
our members would be glad to make some 
contribution to the restoration of the Na- 
tional Psychopathic Hospital of the Philip- 
pines and to help the psychiatrists who have 
suffered at the hands of the Japanese. An 
immediate contribution will be of greatest 
value, and it is my hope that many of our 
members will contribute either money, books 
or equipment. I would suggest that all such 
material be sent directly to Dr. Jose A. Fer- 
nandez, Supervising Alienist, National Psy- 
chopathic Hospital, Mandaluyong, Manila, 
Philippines.” 
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COMMENT 


PRESIDENT’S LETTER 


It has finally become necessary to cancel 
the annual meeting which had been scheduled 
for August in Chicago. As has been pub- 
licly announced, the Government is prepar- 
ing to send troops to the west coast and 
transportation facilities will be more over- 
taxed by military needs than ever before. 
It is estimated that August will see the 
peak of this condition. An investigation 
made by Mr. Davies indicated that there was 
no possibility of our securing the consent 
of the Government for a meeting in August, 
and little or no likelihood of such consent 
being obtained for the rest of the year. For 
this reason, the Executive Committee, at 
its meeting of June 4, voted that the annual 
meeting should not be held during 1945 and 
that we plan to hold the next annual meeting 
in May 1946 in Chicago. As provided by 
the Constitution, officers will hold over until 
their successors have been chosen. It seemed 
to the Executive Committee that this was 
the only way of handling the matter. I 
regret very much that transportation con- 
ditions were such that it was impossible 
for me to attend this meeting of the Execu- 
tive Committee. 

Certain financial difficulties are raised by 
this decision, such as refunding money on 
contracts for commercial exhibits, and also 
the special advertising contracts for the 
July-August issue of the JouRNAL. Mr. 
Davies is working hard on these matters 
and will straighten them out. 

The program committee has been seriously 
embarrassed by the situation. It should be 
pointed out that when the Council met in 
March, the best information available indi- 
cated that it would be possible to hold the 
annual meeting, and the program committee 
was informed of this decision. Cancellation 
of the meeting will undoubtedly be a dis- 
appointment to many who have submitted 
papers, and I regret that the final announce- 
ment could not be made earlier. Only once 
before in its hundred years has The Ameri- 
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can Psychiatric Association failed to hold 
an annual meeting and this was during the 
War Between the States, for somewhat simi- 
lar reasons. 

The entertainment committee has also 
gone to a great deal of trouble in making 
plans for the meeting and the Association 
is greatly indebted to them for their efforts. 
This work will not be entirely wasted as we 
anticipate holding the meeting in Chicago 
next May. 

Our members are entitled to some report 
as to what actions have been taken by the 
Council and by the Executive Committee, 
and as to what has been accomplished by 
special committees. I have asked Dr. Over- 
holser to prepare, if possible, a condensed 
report of the meetings of the Council and 
Executive Committee, which I hope will also 
appear in the July-August issue. 

I would like to refer to the committee on 
reorganization. It seems unfortunate that 
the impression has gotten about rather gen- 
erally that the reorganization committee will 
increase the dues of the Association and 
radically alter the organization. I have had 
a great many letters from members protest- 
ing such action. I would again like to make 
clear to our members that the committee on 
reorganization has no power whatsoever 
to raise the dues or to alter the Constitution 
of the Association or, in fact, to do any- 
thing except to make an investigation of the 
organization of the Association and to report 
back to the Council and the Association the 
result of this investigation together with 
any recommendations they wish to make. 
The Council itself cannot make changes in 
the Constitution. These can be made only 
by written notice beforehand and by a vote 
of the Association at its annual meeting. 
Nor does the Council have any authority 
to raise the dues; it may recommend a raise 
but dues can only be changed by vote of 
the Association at the annual meeting. I 
hope this will make the situation clear and 
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allay the fears of any who have felt that 
some new plan was about to be put into 
effect without the Association passing on the 
matter. 

It has interested me greatly to note the 
wide differences of opinion expressed by 
our members in their letters to me. Some 
favor a radical reorganization. Some are 
opposed to any change whatsoever and a 
few seem fairly indifferent to the situation. 
A number of members have expressed the 
fear that the Association might be stampeded 
into some undesirable plan by a small but 
highly vocal minority. I believe that the 
procedure being followed by the committee 
is well designed to prevent such a thing oc- 
curring and it is my hope that members 
who have not done so will take advantage 
of this opportunity to write the committee, 
giving their views on this matter of reor- 
ganization. From the letters I have received, 
I believe that the group wishing to preserve 
the status quo are fully as insistent on 
making their opinions known as are the 
group who wish some radical reorganization. 
I am not in the least disturbed by these 
differences of opinion. I regard them as 
the sign of a healthy condition in our Asso- 
ciation, and if I found that everyone agreed 
completely about everything I would start 
worrying about the Association’s future. 

One problem that has never been ade- 
quately dealt with is our plan for sections. 
At present we have four sections: (1) con- 
vulsive disorders (2) forensic psychiatry ; 
(3) psychoanalysis; (4) psychopathology of 
childhood. 

It seems to mevthere should be room 
within the Association for the formation of 
additional sections, and this might well serve 
to prevent a development of so many new so- 
cieties which are being organized, and better 
serve the interests of groups interested in 
special subjects. 

The American Orthopsychiatric Associa- 
tion was apparently organized because there 
was a large group doing child psychiatry 
who were not eligible for membership in 
our Association. This vigorous and flourish- 
ing organization with a journal of its own, 
has a considerable membership from psy- 
chiatric social workers and psychologists. 

Our section on psychopathology of child- 


hood was until recently a section on mental 
deficiency. There is already a national asso- 
ciation organized around the problem of 
mental deficiency. 


We have a section on psychoanalysis and 
there exists also the American Psychoana- 
lytical \ssociation. 

We have a section on convulsive disorders 
and there are two national associations deal- 
ing with this problem. 

We have a section on forensic psychiatry 
and there are numerous organizations deal- 
ing in part with this subject. 

We do not have any section dealing 


{ 
ill 


spec y with: (1) therapy, including 
psychotherapy; (2) alcohol; and (3) psy- 
chosomatic medicine. 


Recently, a national society on psychoso- 
, with a publi- 


matic medicine was organized 
Should we consider 


cation of its own. 


organizing a section on this subject in our 


own society? One year we held a joint 
meeting in one of our sections with the 
\merican Association of Psychosomatic 
Medicine. This was comparable to the meet- 


ings which were held by the section of psy- 
choanalysis with the American Psychoana- 
lytical Association. 

Should we have a section on alcohol? 
Already we find a number of groups or- 
ganized around this problem. Leaving out 
ich appears to be 
bounds and which 
is made up of reformed alcoholics, there is 
the Research Council on Problems of Alco- 
hol, which is the 


\leohol Anonymous, w 
developing by leaps and 


oldest of these organiza- 
tions, which has sponsored a number of 
important meetings and has provided funds 


for a good deal of worth while research. 
The Yale School of Alcohol Studies, closely 
linked with the Quarterly Journal of Studies 
on Alcohol, represents a second effort to 

The Quarterly 
Journal of Siudies on Alcohol has achieved 
tremendous success and is filled with valu- 
able articles and excellent reviews of cur- 
rent literature. Two clinics have even been 
sponsored by the Yale School. Recently, 


deal with these problems. 


there has been organized the National Com- 
mittee for Education on Alcoholism. This 
Committee was organized in September 1944 
and is designed primarily for the education 
of the public. It also furthers the founding 
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COMMENT 


of clinics along the so-called Yale Plan. 
There was also founded in September 1944 
the National Committee on Alcohol Hygiene, 
with headquarters in Baltimore, Maryland. 
(uoting from its announcements: “The pur- 
pose of this group of medical workers is to 
disseminate scientific information to the pub- 
lic through various educators on the subject 
of alcoholism, with the primary view of 
educating individuals and the community 
about alcoholism—as distinguished from 
social drinking—and the significance of this 
medical-social problem in its effect on and 
its relation to both the individual and the 
community.” 

Here, then, are three national organiza- 
tions, perhaps we should say four, carrying 
on very similar activities. We are asked to 
consider what would be the effect of a sec- 
tion on alcohol in The American Psychiatric 
Association. Would this dilute the work 
still more? Would it make unnecessary any 
of the present organizations or, by working 
with some or all of them and possibly having 
them meet at the time of our annual meeting, 
would there be something of value to all of 
those involved ? 


When we come to the problem of therapy, 
we find the same sort of thing. There is 
now published the Journal of Clinical Psy- 
chopathology, which is the official organ of 
the Association for the Advancement of 
Psychotherapy. On January 12 and 13, 1945, 
the American Group Therapy Association 
met in New York. There has been an at- 
tempt to organize an association on shock 
therapy. There again it seems that we should 
consider what would be the advantages and 
disadvantages of one or more sections on 
therapy in our own Association. 

One question of great importance does not 
seem to have been adequately answered. Do 
we wish to have other associations more or 
less affiliated with us? At the time of our 
meeting, the American Psychoanalytical As- 
sociation has met in this manner. At times, 
the American Association for the Study of 
Mental Deficiency has also met with us. It 
would seem that this is a question that re- 
quires a good deal of study and one which 
the committee on reorganization might well 
consider. 

Kart M. Bowman. 


NAZI MENTALITY 


The work of that German-spawned mon- 
ster—Nazism—has been revealed in all its 
horrid details in the various concentration 
camps where Hitler-minions, including doc- 
tors, systematically practiced on their vic- 
tims a studied policy of neglect, starvation, 
torture and extermination. 

A first-hand view of the effects of this 
incredible savagery is supplied in a report of 
Dr. W. R. F. Collis, a Dublin physician, on 
the “Horror Camp” at Belsen (B.M.J., June 
9, 1945). This preliminary report, which the 


1] wish to quote, in part, from a letter from 
Dr. Robert V. Seliger: 


“T read with interest your notes on alcohol in 
the current issue of the American Journal of 
Psychiatry on page 525. 

“T do not feel that you properly reported both 
the members of our National Committee and 
also our purposes. Under separate cover we are 
sending some of our recent material which may 
perhaps help in advising you in a little more 
detailed form and greater exactness the facts 
regarding our Committee. 

“We do not feel, from your statements, that 
scientists and psychiatrists will be able to differ- 


author says is a “complete understatement,” 
is so shocking that it overtaxes imagination 
to grasp the reality. To dispose of the dead, 
salvage what could be saved of the living 
remnants and blot out with fire the disease- 
ridden nest was the task of the Royal Army 
Medical Corps, with collaboration of allied 
services, the Red Cross, doctors from Swit- 
zerland. “No words,” writes Dr. Collis, 
“can describe the stench of decaying faeces, 
rotting bodies and burning rags, which in 
the first weeks [after the R. A. M. C. took 


entiate that the New York National Committee 
for Education on Alcoholism, Inc., is more or 
less of a lay group and for lay education, while 
our group, The National Committee on Alcohol 
Hygiene, Inc., is a group of scientists gathering 
and putting together and also doing research for 
educational purposes, to be disseminated through 
scientists and educators. We further feel that 
one perhaps would misinterpret your statement 
and feel that it is a local Baltimore group rather 
than a national group; your statement ‘sponsored 
largely by Baltimore Doctors, psychologists and 
social workers.’ .. . 

“T trust that you can see your way clear to 
correcting the above after reading this letter.” 
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over] one could begin to smell miles from 
the camp.” 

In the Belsen Horror Camp were crowded 
together 40,000 “emaciated apathetic scare- 
crows [18,000 males, 22,000 females | 
without any clothing whatsoever in some 
cases. The females in worse condition than 
the men, their clothing generally, if they 
have any, only filthy rags.”” Some 8,000 to 
10,000 naked decomposing corpses lay all 
over the camp. There was no running water 
and sanitation was non-existent. ‘The 
majority of inmates, from starvation, apathy 
and weakness defecate and urinate where 
they sit or lie, even inside the living huts. 

. . . Death came chiefly through starva- 
tion, typhus, tuberculosis and dysentery : 500 
a day were dying from disease, and the 
guards killing more . . patients were 


often given intravenous infusions of benzol 
and creosote by the German medical staff” 


to produce paralysis as a forestage to the 
crematorium. 

Words are inadequate to describe Nazi 
degeneracy or to pay tribute to the officers 
and men, the doctors and nurses (including 
internee doctors and nurses), the medical 
students and medical corps personnel, who, 
often at serious cost to their own health, 
have cleaned up this foul place. 

The British Medical Journal comments 
editorially that while it would be an error 
to suppose that all German doctors are of 
the Belsen breed, nevertheless “it will be 
some time before we can look upon German 
doctors as men imbued with the ideals of 
medicine common to civilized countries— 
ideals so magnificently sustained by the 
British doctors, nurses, medical students and 
orderlies now cleansing this Augean stable 
of Nazi horror.” 
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NEWS AND NOTES 


MicHIGAN DEPARTMENT OF MENTAL 
HEALTH.—Legislative action in Michigan 
taken at the 1945 regular session provides 
for a change in the administrative organiza- 
tion of what is currently known as the State 
Hospital Commission, the department re- 
sponsible for the administration of the men- 
tal health program. 

The name of the department is changed 
to “Department of Mental Health.” 

A five member, policy determining com- 
mission is created, to be appointed by the 
Governor. The commission and the Gover- 
nor are authorized to appoint a director of 
mental health for a six-year term. The direc- 
tor shall be a physician legally registered in 
the State of Michigan with at least ten years’ 
experience as a psychiatrist in the treatment 
of mental diseases, administration of mental 
hospitals and mental health programs. 

The administration of the department is 
divided into three major divisions: Business 
Administration, Hospitals and Mental Hy- 
giene. The head of one of the three divisions 
shall be designated as deputy director of the 
department. 

The new law will become effective Sep- 
tember 7, 1945. 


GRADUATE PsyCHIATRIC NURSING AT 
McGit.t.—McGill University, through its 
School for Graduate Nurses, has established 
a one year post-graduate course leading to 
a certificate in psychiatric nursing. 

The course begins in September, 1945. 
It will be open to graduate nurses eligible 
to matriculation in the university who have 
had sufficient experience in psychiatric nurs- 
ing to indicate an interest in and adaptability 
to such work. The course is designed pri- 
marily to provide advanced training for those 
nurses planning to undertake supervisory, 
administrative and teaching responsibilities. 

The academic programme will be provided 
in the University, and the clinical programme 
through The Allan Memorial Institute of 
Psychiatry, and other approved hospitals. 


New Psycuiatric CLINIC FOR THE UNI- 
VERSITY OF RocHESTER.—A recent magnifi- 


cent gift by Mrs. Helen Woodward Revas 
of New York City and LeRoy, New York 
is earmarked for the establishment of a 
psychiatric clinic as a unit of the School of 
Medicine, University of Rochester. A part 
of this fund is designated for the construc- 
tion and equipment of buildings and a trust 
fund is to be set aside for operation and 
maintenance of the clinic. It is understood 
that this clinic will be primarily for the study 
and care of the functional disorders, with 
emphasis on the ambulatory case. 

A committee of the faculty is now formu- 
lating plans in order that construction may 
be begun as early as conditions permit. With 
the new clinic staffed and in operation it is 
anticipated that a department of psychiatry 
will be set up under a full professorship. 


OPENINGS IN PsYCHIATRY AT PHILA- 
DELPHIA GENERAL HospitaLt.—The Phila- 
delphia General Hospital, division of psy- 
chiatry, has announced the availability of two 
positions as assistant to the head of the psy- 
chopathic division. The salary begins at 
$3,200.00 a year, plus maintenance for the 
physician (his family would not be included ). 
The salary increases each year up to 
$3,600.00. As a rule preference will be given 
to physicians who have served in the armed 
services in neuropsychiatry. 

The minimum qualifications of applicants, 
as stated in the announcement are: educa- 
tion equivalent to graduation from a medical 
school of recognized standing; license to 
practice medicine in the State of Pennsyl- 
vania; at least two years successful experi- 
ence in neurology and psychiatry; demon- 
strated analytical ability ; supervisory and ad- 
ministrative ability ; ability to meet with the 
public; sympathetic understanding of the 
mentally sick; tact; pleasing personality ; 
thoroughness; good judgment; good health. 


STERILIZATION OPERATIONS IN CALI- 
FORNIA.—The Statistical Report of the De- 
partment of Institutions of the State of Cali- 
fornia for the year ending June 30, 1944 
shows a cumulative total of 16,517 steriliza- 
tion operations (8,387 males, 8,130 females). 
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The number of operations performed in 
1943-44 (397) was 137 fewer (26%) than 
in 1942-43. Of the 1943-44 operations 59.4% 
were performed on women, 40.6% on men. 
Of the total for the year 44.8% were done 
in mental hospitals, 55.2% in institutions 
for mental defectives. 


Dr. Lectures AT McGiti.—Dr. 
Stanley Cobb, professor of neuropathology 
at the Harvard Medical School and psychi- 
atrist to the Massachusetts General Hospital, 
delivered the tenth annual Hughlings Jack- 
son Memorial Lecture at the Montreal 
Neurological Institute of McGill University, 
Montreal, Quebec, March 9, 1945. Dr. 
Cobb’s subject was “Some Observations on 
Neurocirculatory Asthenia.” 


Dr. KinpWALL Directs MILWAUKEE 
SANITARIUM.—Announcement has _ been 
made of the appointment of Dr. Josef A. 
Kindwall as medical director of the Mil- 
waukee Sanitarium at Wauwatasa, Wiscon- 
sin, to succeed the late Dr. Lloyd H. Ziegler. 
Dr. Kindwall is a graduate in medicine of 
the Johns Hopkins University and has had 
extensive experience in psychiatry and neu- 
rology both in the United States and Eng- 
land. For some years he has served on the 
staff of the Milwaukee Sanitarium as asso- 
ciate medical director. 


ProposeD MENTAL HEATH Act, MICcHI- 
GAN.—House Enrolled Act No. 204 intro- 
duced in the 63rd Legislature (1945) of the 
State of Michigan, provides for the crea- 
tion of a department of mental health to 
supersede the previous state hospital com- 
mission. The new department will take 
over all the functions of the commission and 
carry on all its regular duties. 

Within the department of mental health 
will be established a commission of five mem- 
bers to be appointed by the governor, with 
the advice and consent of the senate, for 
terms of five years. The commission and 
the governor will appoint a director of men- 
tal health for a term of six years who will 
be the chief executive officer of the depart- 
ment. The director must be a registered 
physician in the State of Michigan with at 
least ten years’ psychiatric experience. 


There will be three divisions in the new 
department, namely business administration, 
hospitals and mental hygiene. The director 
will appoint with the approval of the com- 
mission a head for each division, one of 
whom will be designated as deputy director. 
The director will also appoint medical super- 
intendents for the state hospitals and state 
homes and training schools. These superin- 
tendents must be physicians registered in 
Michigan with at least three years’ psychi- 
atric experience. He will also appoint direc- 
tors for child guidance clinics. 

As an important feature of the new Act, 
it is provided that the medical superintendent 
of each institution shall be responsible for 
the employment of all assistants and em- 
ployees thereof. 

AMERICAN Rep Cross CALLS FOR SOCIAL 
Workers.—The American Red Cross needs 
750 trained social workers at once for super- 
visory, administrative and staff positions in 
military hospitals, largely in the United 
States. New and higher salary schedules, 
ranging from $170 to $350 monthly, de- 
pending on education, experience and job 
assignment, have been adopted by the Red 
Cross, as have also annual increments and 
promotions. Quarters are provided, and if 
not available at the hospital, an additional 
allowance is made. Free uniforms are 
issued. 

In addition 1,650 untrained and partially 
trained workers are needed to serve in the 
area of social case work under professional 
guidance. Salaries range from $140 to $200 
monthly. The hospital program also calls 
for 600 recreation workers at monthly 
salaries of $150 to $325. ' 

The project for which these 3,000 hospi- 
tal workers are being recruited will continue 
for many years. Despite this, however, em- 
ployment will be offered by the Red Cross 
to any qualified worker willing to serve a 
minimum of one year. Applications should 
be filed at the nearest Red Cross area office— 
North Atlantic Area, 300 Fourth Avenue, 
New York 10, N. Y., Eastern Area, 615 N. 
St. Asaph Street, Alexandria, Va., South- 
eastern Area, 230 Spring Street, N. W., 
Atlanta 3, Ga., Midwest Area, 1709 Wash- 
ington Avenue, St. Louis 3, Mo., and Pacific 
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Area, Civic Auditorium, Larkin and Grove 
Streets, San Francisco 1, Calif. 


GROSSMAN SCHOLARSHIP IN GENERAL SE- 
MANTICS.—The Institute of General Seman- 
tics is pleased to announce that Mr. David 
Grossman of Philadelphia has again given 
a scholarship in memory of his brother 
Edward, to provide funds for a psychiatrist 
to attend the August Seminar-Workshop to 
be held at the Institute from August 13 to 
September 1, 1945. This scholarship pro- 
vides the tuition, with the exception of the 
$25 registration fee required of all students, 
and $100 for travel and living expenses dur- 
ing the seminar. Mr. Grossman would pre- 
fer that the scholarship be awarded to a 
psychiatrist from Philadelphia or that vicin- 
ity, but has not so limited his offer. Appli- 
cations should be addressed to M. Kendig, 
Educational Director, 1234 East 56th Street, 
Chicago 37, Illinois. 


AMERICAN Group THERAPY AsSOCIA- 
TION.—This Association announces that a 
Training Institute in Activity Group Ther- 
apy for Children is to be offered. Students 
will be recruited from social ‘service agen- 
cies, clinics and hospitals with a view of 
organizing therapy groups in these institu- 
tions. Selection of students will be made 
on the basis of education, experience and 
personality qualifications. Graduation from 
a school of social work, a recognized degree 
in psychology or psychiatry and three years 
in case work of acceptable standard or psy- 
chotherapy with psychiatric participation or 
consultation are required. Some students 
will be permitted to join who may not have 
the required educational qualifications but 
possess special personality attributes and ex- 
perience that qualify them to do group 
therapy. 

The Institute will be held in New York 
and will extend for 12 to 14 hours a week. 
The Association stresses that it would like 
to have students come from cities within 
four hours’ travel from New York City, as 
well as from local institutions. 

The tuition fee will be from $250 to $300 
a year. The program would be so arranged 
that students would absent themselves only 
one day from their agencies. 


Information may be had from George 
Holland, Esq., secretary-treasurer, 228 E. 
19th St., New York 3, N. Y. 


AMERICAN SOCIOMETRIC ASSOCIATION.— 
News has been received of the formation of 
this new Association, the purpose of which 
is stated to be “to provide a meeting point 
for the various social science associations 
as a center in which their mutual research 
interests can be promoted.” Officers of the 
Association are: President, J. L. Moreno; 
Secretary, Helen H. Jennings; Treasurer, 
George A. Lundberg; Counsellors, Gardner 
Murphy, Ronald Lippitt and Zerka Toeman. 

The secretary’s address is—American So- 
ciometric Association, Room 327, 101 Park 
Avenue, New York 17, N. Y. 


SoctaAL MEDICINE AT CREIGHTON UNI- 
versiTy.—In the regular case conferences on 
psychosomatic medicine for senior students 
at the Creighton University School of Medi- 
cine, Omaha, Nebraska, the following points 
are particularly stressed: (1) That the emo- 
tions may produce disturbances in function, 
which without organic disease, may bring 
about true illness and incapacitate a patient 
just as completely as organic disease. (2) 
That it is the duty of the physician to under- 
stand the patient in relation to his environ- 
ment. (3) That the physician is not ful- 
filling his obligation when he dismisses pa- 
tients with the comment, “There is nothing 
wrong with you,” and tags them with the 
label of a neurotic. (4) That a physician 
and a social worker must often cooperate 
both in securing information bearing on the 
patient’s case and in carrying out treatment. 
(5) Particular emphasis is placed upon the 
fact that much needless surgery is done on 
patients whose symptoms are due to anxiety 
states and tensions rather than to organic 
disease. (6) That in such cases numerous 
operations serve only to accentuate the con- 
dition. 


EXPERIMENT IN CHILD Care IN ENG- 
LAND.—During the past five years an in- 
teresting experiment has been conducted 
by the Chesterfield Education Committee, 
Chesterfield, England, in cooperation with 
the Institute of Child Psychology, London. 


1 

) 
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This project was designed as an attempt to 
combine the physical, intellectual and psy- 
chological approaches to children’s problems. 
Provision was made in the Brambling House 
Open Air School and Children’s Center for 
125 children who are physically handicapped, 
emotionally maladjusted or suffering from 
specific learning disabilities ; and admission 
was limited to those capable of improvement. 
From April 1939 to March 1944, 347 chil- 
dren passed through the center, 85 of whom 
attended the open air school where thera- 
peutic treatment is part of the school routine. 
The remainder attended their own schools 
while receiving treatment at the center with 
a “child psychotherapist” maintaining close 
relationship with the home and the school. 
In 1943, the success of the experiment of 
associating the work of the centre and the 
school encouraged its extension and a “hos- 
tel” was acquired to provide residential treat- 
ment for certain of the children. Accommo- 
dation is provided for 18 children. The re- 
sults of this experiment indicate the advan- 
tages that accrue from a setting wherein the 
child is part of a “secure group,”’ where he 
is learning sound habits of work, and to 
accept responsibility for his own actions and 
behaviour, where he works at his own pace 
and is taught individually and encouraged 
to live a full and normal life. 


St. Louis REHABILITATION CLINIC.— 
The Veterans Readjustment Service, Uni- 
versity Club Building, St. Louis, Mo., started 
to function on Japuary 1, 1945. The staff 
consists of five psychiatrists, all volunteer 
workers, headed by Dr. Edwin F. Gildea, 
one full time paid psychiatric social worker, 
one part time psychiatric social worker and 
a paid secretary. Treatment has been re- 
stricted to brief psychotherapy by the psy- 
chiatrists. In cases wherein long periods 
of psychotherapy are indicated, the patient is 
referred to an appropriate clinic or agency. 
Community resources have been successfully 
organized to meet the needs of the patients. 


Dr. TREADWAY GIVEN Honorary DE- 
GREE.—On the occasion of its sixty-second 
annual commencement exercises, held on 
Saturday, June 23, 1945, the University of 
Southern California conferred the honorary 


degree of Doctor of Science upon Dr. Wal- 
ter L. Treadway, formerly Assistant Sur- 
geon General (1929-38) and Medical Direc- 
tor (Retired) United States Public Health 
Service. 


History oF PsyCHIATRY IN THE Navy.— 
The following news item appeared in the 
May 26, 1945, issue of the Journal of the 
American Medical Association: ‘Capt. For- 
rest M. Harrison, chief of the neuropsy- 
chiatric division of the National Naval Medi- 
cal Center, Bethesda, Md., was _ recently 
ordered to the Bureau of Medicine and Sur- 
gery on a special assignment to write the 
history of psychiatry in the Navy in World 
War II.” 


SoMEWHERE IN THE PHILIPPINES.—Colo- 
nel Samuel Alan Challman, M.C., chief 
neuropsychiatric consultant for the South- 
west Pacific Area, in commenting on causes 
of psychiatric disorders in overseas areas 
and the outlook for the future of individuals 
diagnosed as psychoneurotic, said: ‘Soldiers 
who are today diagnosed as psychoneurotic 
are merely temporarily maladjusted and can 
be expected to resume their former health 
status in the great majority of cases after 
a few months of readjustment. The Colonel 
continued: “In addition to battle stress, 
which is widely understood, there is an in- 
describable strain associated with military 
life in a tropical environment. The strange- 
ness, loneliness and seemingly endless monot- 
ony of the tropics result in a deficiency in 
the ‘vitamins of mental health.’ All normal 
people have nervous symptoms while such 
conditions prevail. Some are more sensitive 
to or concerned about these symptoms than 
others and must be returned to the United 
States for medicine of a ‘richer life.’ There 
are virtually no real neurotics in the Army 
today. Careful screening at induction sta- 
tions keep them out.” 

Colonel Challman, whose home is in Min- 
nesota, was recently promoted to the full rank 
of Colonel. He entered on active duty with 
the U. S. Army Medical Department in 
June 1941 and, before going overseas in 
February 1942, was assigned as chief of 
the neuropsychiatric service of the Lovell 


19 
Ge 
set 
tal 
He 
has 
are 
Ne 
Ph 
( 
fou 
die 
du 
ing 
fro 
(4 
ing 
ors 
ma 
be 
thi 
pe 
se 
fa 
m« 
| la 
int 
de 
of 
ul 
au 
pe 
fr 
C: 
th 
fie 
de 
m 
ps 
in 
at 
b 
| Se 
ti 
ti 

of 


ealth 


| the 
the 
For- 
ledi- 
ently 
Sur- 

the 
‘orld 


“olo- 
chief 
uses 
luals 
liers 
rotic 

can 
-alth 
after 
onel 
ress, 
in- 
tary 
nge- 
not- 
y in 
rmal 
such 
itive 
than 
here 
rmy 
sta- 


rank 
with 
t in 
in 
of 


»vell 


1945] 


NEWS AND NOTES 137 


General Hospital, Fort Devens, Massachu- 
setts. His work as neuropsychiatric consul- 
tant in the Office of the Chief Surgeon, 
Hq. USASOS, Southwest Pacific Area, 
has taken him to virtually every base, military 
area and medical installation in Australia, 
New Guinea and nearby islands and the 
Philippines. 

Dyspepsta.—Jones and Pollak 
found that of 1522 patients referred to the 
dietetic clinic of a London General Hospital 
during 2 years (1943 and 1944) complain- 
ing of dyspepsia, 952 (59%) were suffering 
from peptic ulcer. The non-ulcer dyspepsias 
(41%) included a few cases of air swallow- 
ing or nervous vomiting and of various 
organic conditions other than ulcer. In the 
majority however no definite diagnosis could 
be made, but the authors state that in half 
this group the histories were suggestive of 
peptic ulcer. “‘Many of these dyspepsia cases 
seem to arise from the same factors that 
favour peptic ulcer—the rush and hurry of 
modern life, with its fatigue, worries, irregu- 
lar meals, and nervous tension. .. ime 
intensity and duration of the stimuli may 
determine whether there is only irritability 
of the stomach or duodenum or a peptic 
ulcer is in process of formation.” 

From their observations and figures the 
authors estimate that about 1,500,000 living 
persons in England and Wales have suffered 
from peptic ulcer. 


MENTAL HEALTH LEGISLATION IN NorTH 
CAROLINA.—The 1945 General Assembly of 
the North Carolina state legislature has rati- 
fied new mental health laws which completely 
do away with the antiquated, out-moded com- 
mitment laws that for so long have impeded 
psychiatric development in North Carolina. 

Provisions of the 1945 mental health laws 
include the substitution of modern psychi- 
atric terminology for the antiquated termi- 
nology used in the old laws, changes in the 
commitment regulations to provide for a 
30-day observation period for all patients 
before final commitment can be made, the 
setting up of 10-day commitment in the 
event of psychiatric emergencies, moderniza- 
tion of the voluntary commitment regula- 
tions, a 30-day observation period for crim- 


inals, statutes which make it entirely un- 
necessary for psychiatric patients to be 
housed in jails, provisions for the commit- 
ment of residents of other states to the North 
Carolina state hospitals, and the setting up 
of a North Carolina Mental Health Council 
which will determine where the division of 
function lies between all agencies participat- 
ing in all programs devoted to the mental 
health of the citizens of the state, and which 
would include in its membership representa- 
tives of all state agencies, professional socie- 
ties, and medical schools which have any 
psychiatric responsibility. 

We are indebted for this information to 
Dr. Maurice H. Greenhill, acting director of 
the department of neuropsychiatry, Duke 
University, who was appointed by the state 
to draft the new laws. 


Wuat 1s “NEuROPSYCHIATRY’ ?—“The 
term is an unfortunate one which was coined 
at the beginning of World War I. Psychiatry 
is an old specialty of recognized standing, a 
specialty of medicine which deals with dis- 
orders and distortions of the personality. 
Neurology likewise has long been known as 
a specialty and deals particularly with or- 
ganic disorders of the central nervous sys- 
tem, such as infantile paralysis. Some or- 
ganic changes of the central nervous system, 
such as result from sleeping sickness or from 
head injury, may cause disorders of the per- 
sonality, but neurology is hardly much closer 
to psychiatry than are a great many other 
specialties. However this may be, the term 
neuropsychiatry has been officially adopted 
by the services and the Veterans Administra- 
tion, and the abbreviation ‘NP’ is widely 
known. Actually the problem is nine-tenths 
psychiatry and one-tenth neurology.”—WIN- 
FRED OvERHOLSER, M.D., The National 
Legionnaire. June, 1945. 


Psycuratric Socrery.—At the 
annual meeting of the Illinois Psychiatric 
Society held on May 5, 1945, the following 
officers were elected for the year 1945-46: 
Dr. John J. Madden, President ; Dr. Frances 
Hannett, Vice-President; Dr. Charlotte G. 
Babcock, Secretary-Treasurer; Dr. David 
Slight, Councilor; Dr. Edward P. Ross, 
Councilor. 
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VETERANS’ MENTAL HyGIENE CLINIC, 
Los ANGELES.—A mental hygiene clinic has 
recently been established at the Veterans’ 
Administration Facility, Los Angeles, Cali- 
fornia. The function of this clinic is to treat 
service-connected neuropsychiatric disabili- 
ties of World War II veterans.. Chief Psy- 
chiatrist, Tracy C. Owens, Major, M.C.; 
Psychiatrist, Samuel Futterman, Ist Lt., 


M.C. 


VETERANS ADMINISTRATION FACILITIES. 
—Hospitals operated by the Veterans Ad- 
ministration fall into three groups,—general 
medical and surgical, neuropsychiatric and 
tuberculosis hospitals. Institutions in each 
category are distributed throughout the 
country in order to facilitate access from 
veterans’ home districts. There are 51 medi- 


[July 


cal and surgical hospitals, 32 neuropsychi- 
atric and 14 tuberculosis hospitals. The 
aggregate bed capacity of the Veterans Ad- 
ministration Facilities is above 80,000. 

Neuropsychiatric Facilities are located as 
follows: 


American Lake, Wash. 
Augusta, Ga. 

Bedford, Mass. 
Canandaigua, N. Y. 


Mendota, Wisc. 
Murfreesboro, Tenn. 
Northampton, Mass. 
North Little Rock, Ark. 


Chillicothe, Ohio Northport, L. I., N. Y. 
Coatesville, Pa. Palo Alto, Calif. 
Danville, Ill. Perry Point, Md. 
Downey, III. Roanoke, Va. 

Ft. Custer, Mich. Roseburg, Oreg. 


Ft. Lyon, Colo. 

Ft. Meade, S. Dak. 
Gulfport, Miss. 
Knoxville, Iowa Tuscaloosa, Ala. 
Lexington, Ky. Tuskegee, Ala. 
Ly« ns, N. J Waco, Texas 


Marion, Ind. Wadsworth, Kans. 


Shéridan, Wyo. 
St. Cloud, Minn. 


Togus, Maine 


NOTICE TO PHYSICIANS INTERESTED IN PSYCHIATRY 


The American Psychiatric Association is 
desirous of being of service to its mem- 
bers and to other physicians interested in 
psychiatry. The Association is particularly 
interested in making available ‘refresher 
courses” of about three months and also 
fellowships or residences of a year or more. 


In order that appropriate plans may be 
made, it is urgently requested that physicians 
now in the armed forces who wish to avail 
themselves of such opportunities communi- 
cate with the Secretary, Dr. Winfred Over- 
holser, Saint Elizabeths Hospital, Washing- 
ton 20, D. C., 


indicating their desires. 
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BOOK REVIEWS 


OnE Hunprep YEARS OF AMERICAN PSYCHIATRY. 
Published for The American Psychiatric Asso- 
ciation. (New York: Columbia University 
Press, 1944.) 


This symposium, issued by an editorial board 
on which Drs. J. K. Hall, Gregory Zilboorg and 
Henry Alden Bunker served as, respectively, 
general editor, associate and assistant editor, com- 
memorates the centenary of The American Psy- 
chiatric Association, founded on October 16, 1844, 
in Philadelphia as the “Association of Medical 
Superintendents of American Institutions for the 
Insane.” Apart from a few prefatory pages by 
Dr. Zilboorg and Dr. Hall’s Introduction, the book 
comprises fifteen essays of varying length and 
character. Two of the papers, Thomas Verner 
Moore’s “A Century of Psychology in its Rela- 
tion to American Psychiatry” (pp. 443-478) and 
Clyde Kluckhohn’s “The Influence of Psychiatry 
on Anthropology in America during the Past One 
Hundred Years” (pp. 589-617) indicate relations 
with adjoining branches of science. Four consider 
the contacts of psychiatry with war and the law, 
viz., Albert Deutsch’s “Military Psychiatry: The 
Civil War, 1861-1865” (pp. 367-384) and “Military 
Psychiatry: World War II, 1941-1943” (pp. 4109- 
441); Edward A Strecker’s “Military Psychiatry: 
World War I, 1917-1918” (pp. 385-416) ; and Zil- 
boorg’s “Legal Aspects of Psychiatry” (pp. 507- 
584). Of the remainder, all concern themselves 
with psychiatry itself as the central theme. Delving 
into its prehistory, Richard H. Shryock sketches 
“The Beginnings: From Colonial Days to the 
Foundation of the American Psychiatric Associa- 
tion” (pp. 1-28) and Henry E. Sigerist charac- 
terizes “Psychiatry in Europe at the Middle of the 
Nineteenth Century” (pp. 29-43), while Winfred 
Overholser describes “The Founding and the 
Founders of the Association” (pp. 45-72). Samuel 
W. Hamilton outlines “The History of American 
Mental Hospitals” (pp. 73-166), William Malamud 
“The History of Psychiatric Therapies” (pp. 273- 
323), Albert Deutsch “The History of Mental 
Hygiene” (pp. 325-365), Henry Alden Bunker 
“Psychiatry as a Specialty” (pp. 479-505). From 
John C. Whitehorn’s “A Century of Psychiatric 
Research in America” (pp. 167-193) and Henry 
Alden Bunker’s “American Psychiatric Literature 
during the Past One Hunderd Years” (pp. 195- 
271) the reader gains a notion of American con- 
tributions to theory and practice. 

Doubtless a grouping might be made on other 
principles, but for purposes of this review the one 
here proposed may suffice. 

Dr. Moore’s scholarly contribution impresses 
me as “stimulating” in the proper sense of that 
much abused term. It would be presumptuous for 
an outsider to assess its several judgments, but 
the main contentions seem convincing. Dr. Moore 


deprecates the earlier sensationalism and the more 
recent behaviorist fashion, but sympathetically 
surveys the child guidance movement. He does 
not mince matters in admitting the past failure of 
his guild to provide psychiatrists with a sound 
body of knowledge applicable to their problems. 
On the other hand, he finds that no psychiatric 
text in any language has adequately synthesized 
the findings of psychology and psychiatry (p. 448), 
and his essay culminates in the optimistic dec- 
laration that “There is a large body of experimental 
empirical research that has never been evaluated 
by psychiatry” (p. 477). 

As an anthropologist I feel impelled to survey 
Professor Kluckhohn’s contribution at greater 
length. It is remarkable for its erudition and replete 
with valuable references. Unfortunately it is 
marred by several inaccuracies and displays a 
propagandist’s one-sidedness. 

It is not true that “academic psychology has had 
a surprising minimum of influence upon anthro- 
pology” (p. 580), a statement inconsistent with 
Kluckhohn’s commendable stress on the psycho- 
logical interests of Franz Boas, far and away the 
most effective teacher of American anthropologists. 
Naturally psychological points of view are not to 
be sought in reports on museum accessions or of 
archaeological excavation. But Wissler, Kroeber, 
Radin, Wallis, Goldenweiser, Haeberlin, Lowie all 
devoted considerable time to psychology; most of 
thm, for instance, manfully grappled with Wundt 
and James,—witness Goldenweiser’s and Haeber- 
lin’s critiques of Wundt. Odd, indeed, is the sing- 
ling out of the concept of the “sentiment” as vir- 
tually the only one taken over from psychology 
by the older anthropologists. What of the far 
more influential principle of individual variability 
that so powerfully vitalized field work? 

Professor Kluckhohn roundly chides anthropolo- 
gists for neglect of psychoanalysis, but even here 
he overshoots the mark. He thinks it strange that 
a paper on “Psychology and Sociology” published in 
1915 in the American Journal of Sociology should 
not contain “a single allusion” to the subject; 
actually it specifically refers to Freudian wish- 
fulfilment (p. 221). Again, he makes much of the 
fact that my “Primitive Religion” (1924) mentions 
neither Freud, psychoanalysis nor psychiatry. The 
stricture reveals the strange dogma that content 
counts only if conventionally labeled. For the 
book in question does discuss at length individual 
variability and the relation of the individual to 
society, touches on such definitely psychiatric phe- 
nomena as transvestitism, word associations and 
rationalization, and cites Jung. 

On the other hand, we find fantastic overesti- 
mation of two fugitive publications by the late 
Edward Sapir: “It is doubtful that so small a 
number of pages has ever had such momentous 
consequences for anthropology” (p. 602). Sapir 
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was a great linguist and a superb ethnographer, 
but his obiter dicta, whether oral or printed, do 
not call for fetichistic adoration. I venture to 
say that the effect of these two papers has been 
insignificant: Kluckhohn confuses eloquent out- 
lining of a programme with the precise definition 
of problems for solution. When Boas stimulated 
Haeberlin, Helen Roberts, and (indirectly) Lila 
M. O’Neale to study the attitude of primitive 
artists toward their traditional norms, he did some- 
thing quite different from anything Sapir accom- 
plished in this phase of his activities. 

In my opinion the author quite misconceives the 
attitude of ethnologists toward psychiatry. It 
would be impertinence for a student of culture to 
judge the interpretations of psychiatrists within 
their sphere of competence. But he has every right 
to say whether such interpretations illuminate cul- 
tural phenomena: any “refutation” of their points 
of view by him naturally holds only within his 
own field. Kluckhohn, as a matter of fact, ad- 
mirably formulates (p. 614 f.) the objective 
reasons for anthropological coolness to much psy- 
chiatric writing. It is therefore unintelligible why 
he suggests undemonstrable “deep-seated, uncon- 
scious factors” (p. 596 f.) to account for this atti- 
tude. When a modern physicist rejects levitation, 
it is superfluous to ask whether it is because of an 
unconscious aversion from the empyrean. 

Notwithstanding these strictures, the author's 
plea for closer coOperation of the two disciplines 
is to be heartily welcomed. Psychiatry has brought 
an enlargement of the ethnologist’s horizon in in- 
dicating the need for far deeper study of infancy 
and of interpersonal relations. That can already 
be predicated on the basis of Dr. Cora DuBois’ 
recent book on “The People of Alor” (Minne- 
apolis, 1944), whose full significance cannot yet 
be assessed definitively. Further, we must be grate- 
ful for every scrap of knowledge that helps us 
understand such phenomena as visions or dreams. 
However, it must be psychiatric knowledge, not 
the esoteric speculative system of a psychiatric 
sect. 

I am much less ready to admit Dr. Kluckhohn’s 
claim that refinement “of ethnographic techniques 
is greatly indebted to psychiatry (p. 616). Surely, 
personal documents, say, dreams, visions and tales 
of adventure, had been collected long before any 
“impact of psychiatry”; and though “anthropology 
has come to recognize the incompleteness of the 
question and answer method,” this insight dates 
back to the initial application of common sense to 
field research. In a more recent paper ! Kluckhohn 
meritoriously directs attention to the late Gilbert 
Wilson’s writings. Wilson was an ethnographer 
born, but his methods (which I have seen in opera- 
tion) owed nothing to psychiatry and very little to 
academic anthropology. 

Hardly qualified to consider the remaining papers 


1 Louis Gottschalk, Clyde Kluckhohn, and Robert 
Angell, The Use of Personal Documents in His- 
tory, Anthropology and Sociology (Social Science 
Research Council, Bulletin 53, New York, 1945), 
p. 88. 
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seriatim, I prefer to exemplify how in their totality 
they amply vindicate the prefatory promise that 
the volume is primarily a contribution to culture 
history. A historian of science, for example, will 
find that the course of psychiatry is typical of the 
progress of thought generally. In the eighteenth 
century, we learn from Shryock and Sigerist, 
mental cases—like the whole of mental life—were 
still largely the property of philosophers (pp. 9 


41); and in Germany the succeeding decades wit- 
nessed that radical switch from one extreme to 
another—from speculative medicine to an aus- 
terely inductive approach—which so often confronts 
a student of the history of science (p. 41 f.). In- 
cidentally, the spirit of the new era is illuminatingly 
revealed in Ernst Haeckel’s letters to his parents 
during his Wurzburg days as a student and as- 
sistant of Rudolf Virchow’s. A similar contrast 
appears as regards curability, a gloomy tradition 
“that mental cases never recovered” being relieved 
by “the curability craze” of the thirties and forties 
of the nineteenth century, when asylum superin- 
tendents cheerfully proclaimed the restoration of 
ninety to a hundred per cent of their wards (pp. 
17, 334). The temporary overestimation of special 
advances as though they implied a solution of all 
riddles is exemplified in the era of “brain myth- 
ology’’—“psychiatry without psychology”—(p. 207) 
and of neurology as the sole scientific approach to- 
wards a study of mental disturbances (p. 291 et 
seq.). These several trends have repeatedly led to 
a partisanship which Dr. Whitehorn considers pecu- 
liar to psychiatric research (p. 177), but which 
must be expected in any rapidly developing and rela- 
tively new discipline. It is clear that as in other 
sciences the course of development is not one of 
unilinear advancement. World War I had already 
proved the inadmissibility to military service of the 
psychopathic, but the lesson had to be relearnt in 
World War II (p. 407). 

Sociologists and anthropologists will hardly fail 
to note the importance of leadership in the theory 
and treatment of mental disease. It appears equally 
in the efforts of the laity and of the specialists, in 
Dorothea Dix’s humanitarian propaganda for 
proper institutional care for “lunatics” (pp. 27, 280) 
or Clifford W. Beers’s championship of the mental 
hygiene movement (p. 356 et seg.) ; in the earlier 
professional work of Isaac Ray (p. 67 seq.) and 
Benjamin Rush (pp. 11, 481) and the later ascen- 
dancy of Adolf Meyer and William A. White (p. 
208 et passim), the two thinkers who, above all, 
recognized mental diseases as “abnormal reactions 
of individuals to their human needs, in relation to 
their social setting.” I was privileged to have 
fleeting contacts with these last-mentioned per- 
sonalities, with Meyer in 1908 and 1909 when I 
qualified for the position of statistician and editor 
of the New York State Commission in Lunacy 
(a position I declined), with White in 1932 during 
my chairmanship of the Division of Anthropology 
and Psychology of the National Research Council. 
As possibly trifling sidelights on them I should like 
to register my impressions for what they were 
worth. It seemed to me that Meyer was doing the 
very sort of reformatory work my intellectual 
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guides, Franz Boas and Ernst Mach, were at- 
tempting in their respective fields——a quasi-epi- 
stemological critique that swept away catchwords 
and facile classifications in the search for what 
phenomena really were like. White impressed me 
mainly by his touching avidity for anthropological 
data. He assured me that if his budget permitted 
it he would at once attach an ethnologist to the 
staff at St. Elizabeth's 

To return to the factors underlying the rise of 
psychiatry, they are to be sought outside as well 
as within the professional sphere. Therapy rests 
partly on progress in the laboratory sciences, wit- 
ness the shock treatment of recent years (p. 318 f.). 
But it was an ethical revolt that overthrew the 
practice of immuring the insane in jails, work 
houses and almshouses (pp. 5 f., 13, 27, 73, 99, 278, 
333), and it is humanitarianism coupled with a 
deeper intellectual insight that now pleads the 
cause of the “morally insane” as irresponsible actors 
(pp. 507-584). Similarly, the history of psychiatry 
is bound up with the development of social wel- 
fare agencies grappling with such phenomena as 
juvenile delinquency and child guidance. 

The awareness of the larger involvements of psy- 
chiatry that appears in most of the essays lends 
special charm to this splendid volume. As Malamud 
puts it, a comprehensive history of the subject 
“would have to tell the story of the development 

. of a hospital dining room, side by side with 
that of changes in the attitudes of judges and legis- 
latures. It would have to trace the history of 
anti-luetic therapy or brain surgery as well as the 
developments of religious sects or popular prej- 
udices.” Indeed, virtually every chapter could 
serve as the text for an anthropological sermon 
illustrating the classical concepts of ethnology,— 
the organic interrelation of descriptively isolable 
cultural traits, diffusion, the relation of the indi- 
vidual to society, survivals out of harmony with 
the contemporary setting. 

Rosert H. Lowts, Pu. D., 
Dept. of Anthropology, 
University of California. 


INTRODUCTION TO PHYSICAL METHODS OF 
TREATMENT IN Psycuratry. By W. Sargent 
and E. Slater. (Edinburgh: E. & S. Living- 
stone, Ltd., 1944.) 


AN 


The attitude of the authors towards therapy in 
psychiatric practice is clearly indicated in the 
opening sentences of the book: 


“It is a remarkable fact that, despite the pop- 
ular notion that psychotherapy is the only method 
of treatment of psychological conditions, most 
of the big advances in psychiatric therapy have 
been along somatic lines. The malarial treat- 
ment of general paralysis is more recent than 
Freudian psychoanalysis, and can probably claim 
a larger number of cures. It is, in fact, possi- 
ble to cure a patient of general paralysis, while 
the psychotherapeutic ‘cure’ of a neurotic pa- 
tient is always a provisional matter. Since the 
introduction of malaria, we have seen the ap- 


pearance of two new major methods of treat- 
ment, insulin and convulsive therapy.” 


- Chapter I is a good summary of the insulin treat- 
ment of schizophrenia. In Chapter II, Weir Mitchell 
and his régime of rest, blood and fat are brought 
to the fore with the modern addition of insulin, 
in increasing doses beginning with 20 units and in- 
creasing enough to keep the patient quiet but 
eating well. “The aim is to stabilize the dose just 
short of producing sopor or early coma.” For suc- 
cess the patients must be carefully chosen from 
among those who in addition to neurotic symptoms 
have been exhausted and depleted. Chapter IV 
describes the use of electrically induced convul- 
metrazol is considered outmoded. The use 
of convulsive treatment for schizophrenia and the 
neuroses is not recommended. 

Chemical therapy is taken up in Chapter IV for 
epilepsy and Chapter V for a general discussion of 
sedation and stimulation. Of especial interest is 
the description of the use of intravenous bar- 
biturates in Chapter VII. Diets, vitamins and en- 
docrine preparations are briefly described and there 
is a chapter on prefrontal leucotomy and one on 
the malarial treatment of general paralysis. The 
last chapter is a very fair statement of the relation 
of psychological to somatic treatment. It is stressed 
that one should ride neither hobby. Both diagnosis 
and treatment must take all factors into account, 
and try to evaluate them properly. For example: 


sions ; 


“Psychiatrists and neurologists are very apt 
to discover in the headaches of the post-concus- 
sive the operation of psychological factors, and 
to conclude therefore that the proper treatment 
is psychotherapeutic. The change that has es- 
caped notice is that the psychogenic stimuli which 
now produce symptoms would not have been 
effective before the injury. The real disability 
is not a hysterical headache, but an increased 
susceptibility to hysteria..... 


The little book is well put together and readable. 
There are, of course, omissions, such as the treat- 
ment of status epilepticus. Also one would like 
to see references given for the names quoted so 
frequently in the text. 


=. C. 


LarceE ScALE RorscHacH TECHNIQUES. By M. 
R. Harrower-Erickson and M. E. Steiner. 
(Springfield, Ill.: Charles C. Thomas, 1944.) 


Large scale Rorschach techniques have aroused 
considerable interest in many fields and the publi- 
cation of this book fills a definite need. The re- 
sults of a great deal of investigation by the authors 
and other workers in the same field have been pulled 
together in a manner which will facilitate and 
stimulate more widespread application of these 
highly useful procedures. The book is divided into 
four parts, the excellent organization of which per- 
mits them to be summarized concisely. 

In Part I there is a general discussion of group 
Rorschach techniques, with a review of the litera- 
ture, including illustrations of the practical ap- 


| 
|| 
juya 
4 


142 BOOK REVIEWS [ July 


plications of the technique. Results of group test- 
ing are compared with other methods of evaluating 
personality, including school performance. The 
material is quite convincing and leaves no doubt 
as to the usefulness of the method. Specific direc- 
tions for the administration and scoring of the 
group Rorschach are presented simply and clearly. 

Part II deals with a discussion of research 
methods. Eight thousand responses have been 
evaluated in a painstaking manner from the view- 
point of location, determinants and content. There 
is nothing in the literature to compare with these 
carefully worked-out and beautifully charted stand- 
ards. The subjects include normal adults, psychot- 
ics, college age individuals and a group of pris- 
oners. By comparison of these diverse groups, it 
has been possible to determine accurately the stimu- 
lus-producing properties of each individual card. 
Such standards are of fundamental and lasting im- 
portance both in the evaluation of group Rorschach 
tests and in connection with the original individual 
technique. 

Part III deals with the multiple choice method 
of applying the Rorschach technique to groups. 
In the case of the group Rorschach test, skilled 
workers are needed to evaluate the results. The 
multiple choice test was developed in an effort to 
permit tests to be given and scored by untrained 
persons. Here, in the opinion of this reviewer, the 
authors violate the fundamental principles involved 
in Rorschach interpretation by attempting to reduce 
the results to a numerical score. Part III also 
includes some chapters from the Division of Pub- 
lications of the Bureau of Medicine and Surgery 
of the United States Navy. In these are reported 
the results of applying multiple choice techniques 
to military personnel. These authors concluded 
that when gauged by a numerical score the multiple 
choice Rorschach test is of limited value. They 
express greater optimism over the possibilities of 
utilizing the multiple choice method with trained 
Rorschach personnel to assess the findings. In 
this case, blind analyses were made from the inter- 
pretative principles of the individual Rorschach 
combined with “subjective clinical hunches.” The 
authors felt the most accurate inferences could be 
drawn in the psychoneurotic sub-groups. 

Part IV consists of a detailed tabulation of the 
content of the 8,000 responses originally studied. 
The tables give percentages of each type of con- 
tent for each whole card and each important detail 
of every card. They are further subdivided into 
college age group, normal adults, prison inmates 
and psychotics. 

Any person who has worked with the Rorschach 
technique is bound to experience a certain feeling of 
reverence and awe at the enormous amount of 
painstaking work which the authors have put into 
this most authoritative volume. The book is highly 
recommended as an essential part of any Rorschach 
reference library. 

Frep. V. Rockweti, M. D., 
Payne Whitney Psychiatric Clinic, 
New York, New York. 


CuitppirtH WitHout FEAR. The Principles and 
Practice of Natural Childbirth. By Grantly 
Dick Read, M.A., M.D. (New York and 
London: Harper & Bros., 1944.) 


The author of this unusually interesting book 
has made a number of unique observations. He is 
a man with a great wealth of clinical experience, 
and one who recognizes that there is a close bond 
between the psychiatrist and the obstetrician. 

Childbirth is a natural process. There are, how- 
ever, certain individuals who have a low threshold 
for pain. These women require frequent sedation 
and plenty of assurance. Dispelling fears, many of 
which are groundless, should be part of the ac- 
coucheur’s duties. Most fears are due to ignorance 
and the author has admirably explained this sit- 
uation. 

No book is ever satisfactorily readable unless the 
thoughts and teachings of the author are supple- 
mented by a record of cases. This Dr. Read has 
supplied. 

“Childbirth Without Fear” is a very readable 
and enlightening little book. 

H. W. Jounston, M. B., 
University of Toronto. 


THE ORIGIN AND FUNCTION OF CULTURE. By Gesza 
Roheim. (New York: Nervous and Mental 
Disease Monographs, No. 69, 1943.) 

To Haddon, Boas and their contemporaries of 
the last generation the vital need of anthropology 
was to record practices which were vanishing be- 
fore the onrush of western civilization. They studied 
customs and their integration in the life of a com- 
munity and both by comparative and analytical 
methods sought to show distributions and develop- 
ments. Anthropology was essentially descriptive 
and historical in its methods; its field was the 
activities of groups, largely (to the British school 
at least) of non-European peoples. The anthro- 
pologist of today is more analytical in his approach. 
He is a social scientist as well as a descriptive his- 
torian, analyzing the causes of cultural change 
within groups as well as between groups, in the 
western world as well as among so-called primi- 
tive peoples. He uses the facts gathered by his 
predecessors, but he is willing and anxious to use 
them in relation to specific problems of education, 
of economics and of government. He has become 
more specialized; archaeology, physical anthro- 
pology and linguistics have developed their own 
techniques and own disciplines. Though the modern 
social anthropologist still deals with groups, studies 
of the individual and of his personal adjustments 
have become more important than in former years. 

This change in anthropological approach is due 
in part to what may be called internal growth, and 
in part to the contributions of scientists in allied 
fields, using their special techniques and disciplines 
on the common problem of man. One approach 
unknown to the older anthropologists, is the psycho- 
analytical, of which Roheim is a brilliant and as- 
sertive exponent. “The Origin and Function of 
Culture” is an exposition of this method. He uses 
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the specific traits of primitive groups, but he 
studies them not only in respect to their own 
development, but to explain the origin of all human 
culture. This volume consists of three essays, on 
the problem of growing up, on economic life, and 
on sublimation and culture. Through psycho- 
analytic techniques he answers why man acts as he 
does in respect to these aspects of life with an 
assurance and a finality unknown to the tradi- 
tional school of anthropology, and rare in any 
branch of the social sciences. No attempt is made 
to explain or substantiate the interpretations; it is 
therefore, a volume for the psychoanalyst, not 
for the social scientist at large. Using material 
from many parts of the world, and drawing on his 
own field experience in Australia, Normanby 
Island, and among the Yuma, the author analyses 
a wide range of practices within the general 
scope of his three main subjects; his conclusion is 
that all culture can be explained as a manifesta- 
tion of the Eros. 

This subject is obviously of major interest not 
only to the anthropologist, but to the psychiatrist 
and the student of all human history. In presenting 
his evidence, Roheim assumes that his readers are 
thoroughly familiar with psychoanalytic termi- 
nology ; though this may be justified as a book for 
specialists, it would reach a wider public if written 
in simpler style. As it is, the value of many of 
his arguments are lost since they are unintelligi- 
ble to many whom, it is fair to assume, he would 
wish to reach. 

The study of man is the broadest of all sub- 
jects, needing and warranting cooperation from 
every angle of the social sciences. Psychoanaly- 
sis is one of these; Freud broke new ground’ in 
this connection, and Roheim’s contributions have 
been of considerable importance. But it is doubtful 
whether the psychoanalytical approach (or any 
other for that matter) can answer every question 
of the development of human thought. Whether or 
not the author’s interpretations of the meaning 
of practices are psychoanalytically correct is for the 
psychoanalyst to say; all are not convincing to the 
non-analyst. Another serious question (and one 
which the author recognizes) is whether conclu- 
sions based on the data of specific areas are of 
universal application. On this point, most anthro- 
pologists will disagree with Roheim. Supported 
by less than two pages devoted to Osiris, the 
author writes (p. 62): 


“Tt is quite evident therefore that the type of 
agriculture which forms the basis of our own 
civilization, with the plough and the ox, was 
evolved on the genital level on the basis of the 
CEdipus attitude, and the castration complex.” 


Or, in regard to language and relying on evidence 
from Normanby Island, when he says (p. 100) : 


“Thus we see how the magic of language was 
evolved on the basis of the magic of love.” 


The origin of the domestication of animals is 
likewise explained (p. 69): 


“It seems probably that the domestication of 
cattle was brought about by the cult of cattle, 


or by cattle totemism, that is by the displacement 
of the GEdipus complex to cattle,” 


and again (p. 71): 


“Whether man adopted domestic animals as 
children (dog) or acquired them by identifying 
them unconsciously with the father and mother 
(cattle, horse) we find that activities which are 
originally due to Id causes acquire a secondary 
Ego function in the course of human history.” 


In substantiating his views, Roheim has chosen to 
emphasize certain aspects in the culture of different 
groups; whether such selections are truly ob- 
jective may be questioned. He assumes (p. 3) 
that the shaman is both 


“The typical representative of a Siberian tribe 
and the leader of the community” ; 


and (p. 97) that 


“In Central Australia we find a civilization 
based on the puberty ritual.” 


Another quotation (p. 80) brings out the author’s 
views on the meaning of culture itself: 


“Culture or sublimation is a series of defence 
mechanisms in a favorable phase of stabilization 
between narcissism and object-cathexis.” 


No one questions that the psychoanalytic ap- 
proach has a definite value, but it is doubtful 
whether its proponents strengthen its case by such 
generalizations. Science moves slowly and psy- 
choanalysts have ground to consolidate before the 
reader is prepared to agree with Roheim’s conclud- 
ing sentence (p. 100) : 


“Beloved by the Muse, the Mother Goddess, 
Man the Poet raises himself above Time and 
Reality with Delphic laurels.” 


T. F. Pa. D., 
Dept. of Anthropology, 
University of Toronto. 


Famity Siruations. Introduction to the Study of 
Child Behavior. By James H. S. Bossard and 
Eleanor S. Boll. (Philadelphia: University of 
Pennsylvania Press, 1943.) 


Essentially a review of recent American litera- 
ture—sociological, psychological and psychiatric— 
about family problems and relationships, this book 
presents a case for further and intensive research 
into the social structure and effect of the family. 

The authors differ somewhat in their starting 
points. For Dr. Bossard, environmental and cul- 
tural factors are of primary importance in indi- 
vidual adjustment. He defines the family situation 
as including the sum of all stimuli within the family 
circle external to the individual, and he regards 
the family situation, so defined, as an environmental 
factor particularly worth investigating because of 
its crucial influence on the education and emo- 
tional development of its members. 

Mrs. Boll’s first concern is to distill from the 
literature a classification of significant family sit- 
uations which might serve as the basis for further 
study. She seeks a classification analogous to that 
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of botany or biology. Her system of classification 
of family situations is interesting, even if one may 
not agree with her evaluation of the relative im- 
portance of ideas and observation in the process of 
analyzing data. Family situations are observed 
from three broad points of view: interpersonal 
relations within the family; certain social traits 
of the family—its size, organization, activities, 
values and goals; and finally, external factors in- 
fluencing the family’s life—its social and economic 
status, its neighborhood position and its health. 
The bulk of the book consists of a detailed ex- 
position of this classification of family situations, 
illustrated from novels and plays, from case his- 
tories, articles in the Ladies Home Journal, and 
other sources of all kinds. The analysis of each 
of the situations is, however, brief and general. 
The authors articulate their awareness of the 
danger of generalizing, a danger they do not al- 
together escape. They are describing family situa- 
tions, they are not describing the effect of the 
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different family situations on the emotional lives 
of different kinds of people. 

The conclusion is the most surprising and con- 
troversial part of the book. Sociology, according 
to the authors, including social psychology, is 
the academic discipline to undertake the lead in 
research on family situations. This, obviously, 
has in it elements of exclusiveness which may lead 
to difficulty. Can a small and interdependent unit 
such as the family really be studied apart from 
the people who make up family groups? Is there 
any meaningful way of describing family situations 
by words or phrases such as ‘discrimination,’ 
‘excess or inconsistency of affection,’ for example, 
without evaluating the impact of such conditions 
on different personalities? Is not the collaborative 
effort of sociologists, psychologists, psychiatrists, 
and other students of society a more promising 
road to truth than further compartmentalization of 
academic disciplines? 

CLEMENTS C. Fry, M. D., 
Yale University. 
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